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Public Relations of the Hospital 


M. H. EICHENLAUB 


S Hospital Administrators we all have 
A heard a great deal of discussion on the 

application of public relations to hospital 
activities—and in attending national and state 
meetings, we have been asked in recent years to 
give close attention to the subject and to treat it 
seriously. I, for one, believe in public relations, in 
teamwork, and as a matter of training and ex- 
perience, in all forms of cooperation and coordi- 
nation as a means to better hospital service for 
the patient and the community. 


Methods of Procedure 


The American Hospital Association and its 
Committee on Public Relations have spent much 
time and effort in recent years on comprehensive 
study and research in the development and re- 
cording of methods of procedure for the establish- 
ment and advancement of Public Relations. The 
reports written and submitted to the 1932 and 
1933 assemblies can be used as textbooks—in fact 
I so used them while engaged in the preparation 
of this paper—and I hereby make due acknowledg- 
ment to Dr. MacEachern and his associates of 
both committees ; in addition to which I once more 
express publicly my true appreciation and respect 
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for the philosophy and guidance contained 
therein. 


‘In the beginning Dr. MacEachern and his com- 
mittees gave us a code of ethics to follow in the 
practice of Public Relations and it might be well 
in setting about the business at hand, to first of 
all review this code with due regard for the prin- 
ciples involved. It reads as follows: 


“Publicity by clinics, hospitals, sanatoria, and 
other semi-public medical institutions as to qual- 
ity of work done implies unusual and exceptional 
ability and efficiency on the part of their profes- 
sional staffs, and therefore is advertising of the 
medical men concerned. This type of advertising 
distinctly savors of quackery and is unethical. 


“Publicity by any such institution stating or 
implying that by reason of its exceptionally fine 
equipment and material resources it is able to, or 
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does, give the public better medical service than 
similar institutions are able or willing to render, 
is advertising for purposes of self-aggrandize- 
ment. Statements of this type are frequently ex- 
aggerated and misleading and are detrimental to 
the best interests of the public, of the institu- 
tions concerned, and of true medical progress. 


“From time to time, hospitals, sanatoria, and 
other similar medical institutions must raise 
funds from an interested public for capital ex- 
penditure and maintenance. Furnishing the pub- 
lic with facts concerning such an institution, its 
work, its aims, and its ideals, is legitimate and 
desirable. The public is interested in these facts 
and therefore is entitled to know them. Publicity 
dealing with these facts is ethical, provided, of 
course, that it refrains from any comparisons or 
superlative terms either direct or implied. 


“Publicity carried on by any one institution 
should be such as will be beneficial to all like in- 
stitutions in the community. It should tend to 
develop public confidence in hospitals, sanatoria, 
and other medical institutions. It should be free 
from superlative or comparative statements and 
any implication of rate-cutting or unfair competi- 
tion.” 


Public Education Should Define the Ideals of 
the Hospitals to the Community 


The relations of the hospital really begin with 
hospital people—in their daily contacts, among 
themselves and with patients. Trustees, staff 
members, nurses, administrative and lay person- 
nel, ladies aid, and other auxiliary and volunteer 
workers— a diversity of professional and lay per- 
sons—are brought together and associated in the 
hospital family and each group must practice tol- 
erance and patience in the daily execution of their 
duties in serving the patient. It is only by a be- 
lief in and the observance of such basic requisites 
upon the part of hospital people that the institu- 
tion can establish and maintain a reputation for 
human kindness as well as humane treatment in 
the care of its patients. Human nature being 
what it is, we easily lose sight of these cardinal 
principles. But presupposing that we are suc- 
cessful most of the time in this respect, it can be 
assumed that the hospital is managing to satisfy 
its patients and merit their regard. 


Let us reason therefore that public education 
begins with the satisfied patient—when he knows 
beyond a doubt that he was treated as a human 
being while under the hospital’s care, that the 
personnel did its best to serve him well and helped 
him through his illness by being thoughtful of 
his welfare. Back in his home and at work once 
more, he will in turn serve the hospital by speak- 
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ing well of it. Being friendly and believing in 
the effectiveness of his local hospital, he will be 
receptive to any facts and figures put before him, 
his family, and his friends. 


Public education should be used to define the 
hospital, its ideals and aspirations, and its work, 
to the residents of the community. This is the 
goal and such education can serve no higher pur- 
pose than to spread knowledge of and confidence 
in the hospital. We must have people understand 
clearly that the hospital’s first concern is to alle- 
viate pain and suffering and to get its patients 
well again, if humanly possible. 


Participation in community health activities 
and programs for the prevention of disease should 
be the recognized duty of every hospital, and, sec- 
ond only to the care of the sick and injured, it 
should wholeheartedly take part in promoting and 
strengthening such programs. The practical edu- 
cation of physician, nurse, dietitian, and techni- 
cian begins in the hospital, not to mention the 
numerous others, and while costly to provide, is 
of distinct benefit to the community, as well as 
the recipients. Evidence of all this should be 
conveyed to the community through appropriate 
channels. 


Public Confidence Necessary to the Hospital 


After elaborating upon the many uses to be 
made of the spoken word, the written word and 
visual education, Dr. MacEachern and his com- 
mittees, through some fifty pages of the recorded 
transactions of the 1932 and 1933 conventions 
of the American Hospital Association, set down 
two paragraphs which in my opinion, serve to 
tell the whole story of the compelling need for 
hospital expression. To quote from the report 
of 1932: “It is absolutely necessary that hospi- 
tals gain the confidence of the public. They can 
do so through humanizing their institutions and 
through explaining their functions so that people 
may understand the services which accrue di- 
rectly to their benefit. Hospitals must justify 
their very existence. If they can make their com- 
munities pay attention they will be able to gain 
their confidence, their sympathies and their ap- 
preciation.” In 1933 the committee of that year 
asserted in the concluding paragraph of its re- 
port: “The public relations program as outlined 
above, if thoroughly subscribed to by all persons 
engaged in hospital service and put into practice 
throughout the whole of the United States and 
Canada, may bring the most satisfying of results. 
This program of public relations can usher in a 
new deal giving to hospitals an era such as they 
have never before enjoyed—provided every hos- 
pital gives its utmost in continuous, organized, 
and cooperative effort.” 
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In Pennsylvania we have had in operation since 
June, 1932, a practical and active program in 
Public Relations and while progress has been 
slow, nevertheless, we are traveling steadily in 
the right direction. We hope one of these days 
to have our program developed to the point where 
it will serve to keep the people informed and on 
the alert to encourage hospital progress. To my 
mind, the voluntary hospital system, its continued 
welfare and success are dependent upon the fu- 
ture understanding and helpful attitude of the 
public and there is no surer way in which to 
reach this same public than by direct communi- 
cation. 


Fostering an Intelligent Understanding of 
Hospital Problems 


Unfortunately in the past, hospitals have 
thought little and done less about fostering an 
understanding attitude upon the part of the peo- 
ple. Now that economic ills have become a def- 
inite menace, it would seem that the institution 
must be more business like, if it is to survive. 
There is no such thing as a free bed in the hos- 
pital—the term is a misnomer, since from one 
source or another every patient day and every 
service rendered by the hospital must be financed, 
but we have not managed so far to make this fact 
sufficiently impressive to government and public 
officials, much less the public itself. The need 
for educating lay people and taking them into our 
confidence is ever increasing. The average citi- 
zen still has no real conception as to hospitals. 
Knowledge, tolerance, and cooperation upon his 
part are entirely essential to the building of new 
standards and business principles in hospital 
work. This calls for a united effort upon the 
part of hospitals, through their local, state, and 
national associations. 


Hospital problems vary according to type, size 
and location of the hospital, whether or not the 
institution be public, semi-public or private, and 
whether it is teaching or non-teaching; but in 
the main, hospital ills are much the same. 


We keep pegging away in Pennsylvania at a 
few objectives in our efforts to inform the peo- 
ple that the hospitals are doing their best to 
maintain adequate hospitalization for the sick 
poor—and to temper costs for patients of moder- 
ate means. 


We have tried to make it clear that the vol- 
untary hospitals are practically exhausted finan- 
cially and have reached the point where some- 
thing must be done to afford reimbursement for 
a larger percentage of gratuitous care to patients. 


We endeavor to inform each community that 
the cost of dispensary care is borne entirely by 
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the hospital rendering it and that state aid in 
Pennsylvania does not apply to other than bed 
care in the wards for indigent patients—and this 
only to a limited degree. 


We hope to have the different communities 
realize that medical and hospital care of sick per- 
sons must be paid for in one way or another and 
that the medical profession and the hospitals can 
no longer bear unaided the financial burden of the 
indigent. 


We take every opportunity to point out that the 
government, by entering into competition with 
the voluntary hospital, is needlessly increasing 
tax burdens, since per capita per diem costs in 
both types of institutions are about equal and the 
capital investment could be avoided. 


The people do not understand how costly it is 
for the hospital to maintain a twenty-four hour 
day. Nor do they realize that hospitals are not 
like business and industry which operate for only 
a portion of each week day and close on Sundays 
and holidays. 


Up until now the greater number of our hos- 
pitals have attempted to absorb the increased 
costs of foodstuffs, drugs, supplies, etcetera, not 
wishing to place this added financial burden on 
patients. We need to change this condition grad- 
ually by raising hospital rates—and group hospi- 
talization will be of material assistance to the 
patient in meeting them. 


Through the five regional hospital groups 
which are active in our state, we are endeavoring 
to educate Pennsylvanians to an awareness of 
the fact that they have grown to look upon medi- 
cal and hospital care as necessities of life; as 
such they do not hesitate to demand both. 


Hospital News Which Has Appeal for the 
Average Reader 


The program of The Hospital Association of 
Pennsylvania on Public Relations has been elastic. 
It has been instantly and successfully applied in 
several major emergencies. It is absolutely essen- 
tial that such a program be mobile as new situa- 
tions and developments are constantly arising and 
the Hospital Association and its member hospitals 
must recognize and take notice of all anticipated 
and unlooked-for events which affect the hospital 
field. 


In any hospital, there is an attraction in many 
of the routine happenings of the day. The human- 
interest story is there and can be told in such 
a way as to benefit the hospital. Incidents are 
common in which urgent demands are made for 
oxygen, respirators, serum, and other supplies— 


21 





= Seen ert 


so difficult to secure out of business hours any- 
where but in a hospital. There is genuine news 
value in the birth of babies in hospitals; the story 
of twins and the occasional triplets, when told 
with some background, will serve to ethically un- 
fold the hospital’s role in these everyday events. 


For it is “background” which gives a story its 
greatest appeal for the average reader. There 
usually is something left untold that would make 
the story of more importance locally. A national 
school magazine was founded on just this idea 
of printing complete background for which news- 
papers could not find space. We have a real op- 
portunity in being ready and willing to supply 
such background in the published account of 
hospital activities, as news. 


The hospitals are doing a great deal for public 
health, but does the public know this? True, 
there are some things that cannot be done, but 
does the public know why? So much lay interest 
exists on the subject of health. Sometimes hos- 
pitals and their medical staffs. are aghast at the 
criticism and the half-knowledge of truths which 
are expressed. Can we afford to go on ignoring 
them indefinitely? We know well that we 
should not let such misconceptions pass unchal- 
lenged. 


Hospitals have a social responsibility to meet. 
But how many people outside our own institu- 
tions realize that we are aware of this responsi- 
bility? How many know what difference exists 
between the financing of a voluntary and that of 
a city-owned and operated hospital? How many 
of our local citizens understand how the hospital 
fits into the health program in our town? How 
many are aware of the extent to which health 
activities of welfare organizations are dependent 
upon the voluntary hospital or clinic, when medi- 
cal treatment or surgery become necessary. Is 
it not our fault if we do not tell them? 


It is surprising to discover how much legitimate 
news, how many feature stories, the hospital con- 
tains. It could hardly be otherwise with from 
twenty-five to one hundred—or even five to six 
hundred patients under one roof, together with 
the personnel and the department formation re- 
quired to safeguard their care. 


Sometime ago, Howard W. Blakeslee, Science 
Editor for the Associated Press, presented a paper 
before the American College of Surgeons Hospital 
Standardization Conference held in Chicago, in 
which he told of the death of a woman in a 
Philadelphia hospital—it happens to have been in 
the city-owned general hospital. Quote: “With- 
in a minute after her death, a caesarian operation 
was begun by the resident physician. The opera- 
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tion delivered a live child that seemed to have a 


- fighting chance for life but that lived only a day 


or two. This operation was reported in news- 
papers all over the United States. It was front- 
page in many newspapers for several days. Its 
legal aspects attracted national attention. News- 
papers ran pictures of the participants, of the 
bedside scenes at the hospital and of physicians. 
A not unusual medical incident was dramatized 
beyond usual bounds. Some of the display stories 
and the pictures were of the sort which are 
usually distasteful to the medical profession. I 
do know that nowhere did I see any signs that 
medical authorities, and particularly hospital au- 
thories had seen in this dramatic human story an 
opportunity to deliver a public message of great 
importance to the cause of the hospitals. I saw 
nothing about the service which the hospital sys- 
tem gives to the poor or to those caught in an 
emergency. But it seemed to me that this case 
was a golden opportunity to inform the public. It 
is a thousand times more effective to talk to a 
man about the service of hospitals at the moment 
when his interest is intense than at any other 
period.” Mr. Blakeslee is a winner of one of the 
Pulitzer awards for outstanding reporting of 
science news and I mention his statement because 
it sheds light on just what opportunities we miss. 


Leaflets and Bulletins 


The use of leaflets or of hospital bulletins, sent 
regularly to people who may be or may become 
friends of the hospital, or to be distributed to 
visitors and patients, is a legitimate and ethical 
way of telling people about our work. Their ef- 
fect, however, is an intangible thing and some- 
times their value is not clear. If they are properly 
and thoroughly read, their value can be enormous. 
But more than momentary enthusiasm is re- 
quired. They must be followed through, put 
where they will be read, sent to people who may 
be interested, or the idea back of them is wasted. 
It is true that no one can ever tell in advance, 
when and where and if a leaflet or a hospital 
paper will create an effect. But neither does one 
know when and where an idea or suggestion will 
not fall on fertile ground. You have to do many 
things on faith, and this is one of them. There 
has been plenty of evidence to show that the 
printed word, when it registers, does have a last- 
ing effect. 


Director of Public Education for a Group 
of Hospitals 


A qualified director and coordinator of Public 
Education can in my opinion accomplish most 
for a group of hospitals, since his chief usefulness, 
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as representative of the group will be to condense 
the common experiences of many hospitals so as 
to give the public an accurate yardstick of how 
hospitals function. And undeniably there is 
greater public interest and understanding to be 
gained from a report of the aggregate services of 
twenty or thirty hospitals in a given city or ter- 
ritory than there could be from the individual 
reports of these institutions. Our State Associa- 
tion has been able to assemble facts on any given 
subject relating to nearly three hundred hospitals 
—and that means volume to the public. It is 
something to catch the imagination. Statements 


corresponding to those of the American Medical 


Association, based upon its most recent survey of 
hospitals can be made, affording a glimpse of 
hospital service that no one institution can por- 
tray, no matter what its size. 


Hospitals are today keeping abreast of each 
medical advance as rapidly as their finances will 
permit, knowing that to fall too far behind is to 
become obsolete. And whatever our need for a 
sounder approach to better public understanding, 
it is a common necessity that can be met by con- 
certed action. 


The Hospital Cannot Divorce Itself from the 
World of Industry 


Every act of industry, even taxes and regula- 
tions intended for industry, affects hospitals di- 
rectly or indirectly. Therefore we cannot stress too 
strongly our belief that in contacting the public, 
every available means should be utilized to impart 
information in a systematic and sustained manner 
—information that is not only interesting and 


informative, but is calculated to dispel the many 


doubts and misconceptions so prevalent regarding 
the activities, obligations and financial structure 
of the average voluntary hospital. An occasional 
newspaper story or radio address is not sufficient. 
If you prepare your material properly, the subject 
matter will bear repetition and public attention 
can be held. The hospital’s function should be so 
explained that the people will not lack knowledge 
of the character and extent of the service it must 
render. We have great faith in the fair-minded- 
ness of the average American citizen once he is 
fully informed, but he is too often misled by lack 
of complete information and by misrepresenta- 
tion. In the light of existing conditions, the 
voluntary hospitals might well consider the ad- 


visability of raising the question of health and . 


sickness problems in their own localities and of 
urging upon the proper authorities, the need for 
more adequate reimbursement for the care of the 
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indigent sick. There are today numbers of per- 
sons in each community who, while not seriously 
ill, are in pain and suffering and stand in need of 
hospitalization. They do not have the means with 
which to pay—and for a like reason the hospitals 
are handicapped in their earnest desire to aid 
them. 


Speaking publicly of the real menace to the 
country and its population any serious curtailment 
of our present voluntary hospital system would 
entail. 


Ask the help of the people and our lawmakers 
in protecting the voluntary hospitals from 
inimical legislation, the threat of which is steadily 
growing. In this connection, may I direct your 
attention to the “back log” of public support the 
hospital has constantly at hand in its satisfied 
patients, their families and their friends; down 
through the untold thousands of well wishers who 
await only the word to rally to the hospitals’ sup- 
port. Why not make use of this medium to at- 
tract public attention to the increasing difficulties 
which beset the voluntary hospital? 


We can do it if we will, throughout the States 
and in the Dominion as well, once the hospitals 
have generally accepted, what to many of us has 
been the patent fact for a long time; namely, 
“that the hospitals must come forth and tell their 
story.” It does not matter where the hospital or 
group is located. The chosen leader should pref- 
erably have had some experience, and a cer- 
tain amount of money must be spent. This has 
been the major obstacle so far, the raising of 
funds, since the majority of hospitals, and yes, 
hospital associations, have not yet been fully 
convinced of the need for making such expendi- 
tures. How any thinking administrator and 
Board of Trustees can fail to see the advantages 
to be had from a small investment, is incompre- 
hensible to me. Just a fraction of the yearly in- 
come from one hospital bed should more than 
provide the contribution any hospital is called 
upon. to make in the establishment and mainte- 
nance of a united and continuing program of 
Public Relations and Education in its own district 
or territory. As elsewhere, we can be “penny 
wise and pound foolish” in hospital spending. 


Finally, do we realize that by working together 
to speed up the development of group hospitaliza- 
tion plans and by giving our patients the benefits 
they would derive from a comprehensive, but con- 
trolled system of flat rate hospital charges, we can 
travel a great distance in a very short space of 
time in meriting the public’s confidence. 
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Citizens Aid in a Modern Hospital 


Rochester General Hospital Library Service 
MARIAN B. BAKER 


General Hospital records that “Our Hos- 

pital is provided with a good library of 
general reading for the patients. Cheerful and 
entertaining books for the sick are always ac- 
ceptable. Each volume, when received, is cata- 
logued and numbered and the name of the donor 
affixed.” 


With a standard set in the long ago, we have 
had as our goal a better and larger selection of 
reading matter and a better plan of housing and 
distributing the books, and expanding our service 
to include the hospital personnel. 


A S EARLY as July, 1885, the Rochester 


Since 1912, there has been some type of circu- 
lating library in this hospital, operated as a sub- 
station by the public library until 1922, when 
the hospital was asked by the public library to 
assume its care. 


Volunteers then started to operate an ambula- 
tory service three mornings a week to the wards, 
maintaining a systematic checking plan. We 
soon found that it was necessary to have some 
person, who knew books and could give time to 
recruiting and training suitable people to carry 
on this service and keep a close contact with the 
public library for guidance, advice, and books. 


Soon, it was apparent that the private wards of 
the hospital needed some library service, so this 
was added. 


The beginning of a new era for our library 
started in 1931. In memory of one of our de- 
voted volunteers, the hospital was given a beau- 
tiful new book room, which is located on the 
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ground floor very close to the center of the hos- 
pital. This library is administered by a group of 
volunteers under the leadership of a chairman, 
who has had public library training, and she has 
under her six chairmen—one for each of the three 
days of ambulatory service, one for the three days 
we serve the pediatric department, one for the vol- 
unteers who work in the library and keep the 
library open each day until 4:00 p. m., and one 
in charge of the evening aides who serve each 
day, except Sunday, from 6:30 to 8:30 p. m. 
This service was inaugurated particularly for the 
benefit of the nurses. 


Sources for Obtaining Books 


The staff of the Extension Service of the Pub- 
lic Library is most helpful, and our library rou- 
tine is operated on the public library plan, of the 
Dewey Decimal System of cataloguing and filing. 
To borrowers, other than patients to whom this 
service is entirely free, a small fine is charged 
when books are overdue. 


There are forty-two volunteers working on this 
service to the hospital, giving of their time and 
energy and acting as librarians, covering books, 
and lettering covers, for we have our books all 
covered, shelving the books coming back from the 
hospital, reading to patients when requested by 
the physicians or nursing office. 


Our library owns about 3,500 volumes and the 
public library loans us about 300 more, these 
books being largely Italian, and they exchange 
them for us as often as we request it. 


Sources for obtaining books, other than the 
Public Library are: (1) Books bought with funds 
supplied us by the Twigs, another volunteer or- 
ganization functioning for the hospital, making 
and purchasing supplies, enabling us to buy about 
25 books quarterly, so keeping new interest for 
the volunteer workers and an up-to-date selec- 
tion for the borrowers. (2) Memorials—Seventh 
Twig in memory of a member, Mary Durand Mul- 
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ligan Birthday Anniversary; Margaret Curtis 
Roby Memorial; Eloise Crispin for Pediatric De- 
partment. These memorials all have their own 
book plates. (3) Contributions from the Papyrus 
Twig, our Library Twig which does book mend- 
ing for us, and the Olive Twig, which supplies 
and catalogues our collection of Yiddish books. 
There are individuals and book clubs that call us 
and ask for lists of needed books, also several 
anonymous gifts. 


Once in three years we hold a card party to raise 
money for the periodical fund, which supplies 
magazine subscriptions, inclyding professional 
journals, for our library and for the nurses’ resi- 
dence. Every two weeks, members of our organ- 
ization get from our post office the undeliverable 
magazines and distribute a quota to each of our 
seven other hospitals, including the county and 
the state mental hospitals. These magazines are 
taken on our carts each library day and distrib- 
uted to the ward patients. 


We have a reference section for the social serv- 
ice department and special diabetic and maternity 
works and new books on sociology for the nursing 
department. 


Book Selection 


Our book selection plan is quite carefully 
worked out. A committee of the heads of service, 
in consultation with the head of the Public Library 
Extension Department, choose the books we pur- 
chase. 


We subscribe, for our guidance, to “American 
Library Bulletin,” “The Library Journal,” “The 
Hospital Library Bulletin of the American Hos- 
pital Association,” “The Book Review Digest,” 
and “H. E. Wilson Review.” We have a commit- 
tee of physicians to pass on our clinical books, and 
we confer with nurses and medical directors if 
questions arise. Our children’s books are all cen- 
sored by the Children’s Section, Rochester Public 
Library. 


We have a benefactor who gives us material 
for covering our books, which enables us to keep 
them clean and neat and also serves as an identi- 
fication facility. Other friends furnish us with 
Trotty Vick series for distribution to patients. 


As we disburse funds, we have a Library Com- 
mittee of the Board of Women Managers, five in 
number, which makes and enforces policies of 
library management, and a treasurer, 2 member 
of the Committee, who makes a monthly account- 
ing. 

Training Aides 


For training for better service, knowledge, and 
cooperation, Rochester has a Hospital Library 
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Convalescent Ward in Pediatric Section 


Council which meets once a month and conducts 
studies and organizes programs, book reviews and 
presents speakers on various topics. 


For training, we hold special meetings for train- 
ing aides and special training is given by the head 
of the service to each aide entering the library 
work, and she is required to register and accept 
our outline of requirements, purpose and pledge 
which is outlined in the Aide Manual. 


As an example of a very successful cooperative 
volunteer effort, this plan is a marked one. A 
group of volunteers, the Twigs, furnishing the 
bulk of the funds, a group of Board and Commit- 
tee people directing and supervising, and the libra- 
ry aides serving the hospital and being given the 
opportunity for therapy for patients and pleasure 
and interest for the hospital workers so all may 
derive benefit and satisfaction. 


Although this service is a voluntary one, our 
belief is, of course, that we should have the serv- 
ices of a trained librarian. The need of coordina- 
tion and continuity of service is quite apparent, 
so toward that end we are raising an endowment 
fund, which we hope to have large enough so that 
the interest will take care of the salary of the pro- 
fessional librarian. 
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Service to the Women’s Ward 
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The Hospital Pharmacy 


ROBERT P. FISCHELIS 


HEN we first looked into the type of 
\Y orermaceatin service that is a part of 

hospital care in the State of New Jersey 
we found sixteen hospitals with registered phar- 
macists in charge on a full or part-time basis. 
That was in 1927. At that time no pharmacies 
of any kind were operating under permits in New 
Jersey. Since July 1, 1934, we have had a permit 
law in effect and there are now registered with 
the Board of Pharmacy in the neighborhood of 
1,850 prescription pharmacies exclusive of hos- 
pital pharmacies. 


For the fiscal year 1937-1938 we have a record 
of 41 hospitals employing registered pharmacists 
on a full or part-time basis, or more than two and 
one-half times the number employed ten years 
ago. 


The Board of Pharmacy has recognized the dif- 
ficulties in the way of establishing complete and 
properly supervised pharmaceutical service in all 
hospitals and has adopted a policy of cooperation 
which we believe is leading gradually to full com- 
pliance with the letter and spirit of the pharmacy 
laws and is at the same time providing much 
needed revision and improvement of pharmaceu- 
tical services in the hospitals of the State. 


The New Jersey Hospital Association appointed 
a committee last year to cooperate with the Board 
in making the pharmacy registration and permit 
requirement effective with respect to hospitals, 
and I desire at this time to express my personal 
thanks and the thanks of our Board to Dr. 
J. Berkeley Gordon, Fred W. Heffinger, and Le Roi 
A. Ayer, who constitute your special committee 
on hospital pharmacy permits, for the fine co- 
operation they have given us. 


Progress of Pharmaceutical Service in Hospitals 


Our census, as established by questionnaires 
addressed to the 163 hospitals on the American 
Medical Association’s list for New Jersey, reveals 
82 with more and 81 with less than 100 beds. It 
is generally agreed that hospitals with 100 beds 
or over should include a pharmacy in charge of a 
full time pharmacist. We find that actually 33 
hospitals with more than 100 beds do employ full 
time pharmacists. An additional six hospitals in 
this class employ part-time pharmacists, while 
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two hospitals of less than 100 beds also 
employ part-time pharmacists. This leaves 43 
hospitals of more than 100 beds without the 
services of either full or part-time registered 
pharmacists within the hospital organization. How 
then do these hospitals and others with less than 
100 beds manage their drug and pharmaceutical 
activities? Some divert this work to nearby re- 
tail pharmacies. In some cases the medical staff 
and nurses working under their supervision sup- 
ply whatever pharmaceutical work may be re- 
quired. Still others depend almost entirely on 
ready-made drugs in the form of tablets, pills, and 
liquids which are distributed by any member of 
the hospital organization assigned to that duty by 
the superintendent. 


It is interesting to note that 16 hospitals ap- 
parently are provided with hospital pharmacies 
that are not in charge of registered pharmacists, 
29 have delegated practically all drug service to 
one particular retail pharmacy outside the hos- 
pital, and 24 depend on outside retail pharmacies 
without specifying any particular one. There are 
52 hospitals which have supplied no definite in- 
formation as to how drug service is supplied. 


Of the 39 hospitals in the State which have been 
approved for medical internship by the American 
Medical Association, 31 maintain pharmacies and 
8 have a drug room but not a complete phar- 
macy. Of the 31 with pharmacies, 12 are now 
operating under State permits and 17 have permit 
applications on file. 


Therefore, while we have made progress, it 
seems that such progress has been somewhat slow. 
We have had in mind the difficulties confronting 
hospital managements, and we have tried to be 
reasonable. However, the time has arrived when 
the absence of a properly equipped pharmacy in 
charge of a registered pharmacist in any hospital 
of 100 bed capacity or more is an indication of 
sub-standard service in a very important phase of 
medical care. 
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Advantages of Having a Full Time Hospital 
Pharmacist 


Apart from the legal and technical aspects of 
the situation, it behooves hospital managements 
to consider the economic advantages of the em- 
ployment of a full time registered pharmacist to 
supervise and supply all drug and medical services. 
To emphasize this point I can do nothing better 
than refer you to that splendid and far-reaching 
report of the Committee on Pharmacy made to 
the American Hospital Association at its annual 
meeting in Atlantic City last Fall. 


This report, prepared under the Chairmanship 
of your own Edgar C. Hayhow, is a classic on the 
subject of hospital pharmacy. In my opinion it 
marks the beginning of a new day for the hospital 
pharmacy and the hospital pharmacist. It an- 
swers many questions which have agitated the 
minds of hospital authorities, the medical and 
pharmaceutical professions, and intelligent lay- 
men, with respect to the use and abuse of drugs, 
and particularly the abuses which have entered 
the field of drug manufacture, distribution, and 
administration. 


If those of you who have anything to do with 
the management of hospitals or the conduct of 
hospital pharmacies have not read this report 
from beginning to end, I know of no better way 
for you to obtain an education on hospital phar- 
macy in its broadest aspects than to spend an 
hour or two in the reading and contemplation of 
this document. 


Allow me to spend a few minutes in quoting 
from and summarizing some of the points made 
in this report, although this is a most difficult 
task since the Report covers so much ground and 
is so lacking in surplus verbiage that even the 
Reader’s Digest would have difficulty in present- 
ing its subject matter more concisely. 


The report includes definite information on the 
physical aspects of the hospital pharmacy. It 
covers location, size, equipment, personnel, and 
physical arrangement based on the type and size 
of institution served. It projects a philosophy of 
pharmaceutical practice in relation to patient, hos- 
pital and public, based upon lofty aims and objec- 
tives and a study of rules, regulations, admin- 
istrative control, systems of practice, and hospital 
and pharmaceutical economics in their broadest 
and narrowest conceptions. It suggests proper in- 
terrelationships between hospital staffs and 
schools of medicine, pharmacy and nursing in the 
interest of better and more economical prescrib- 
ing and dispensing. It includes a discussion of 
legislation with respect to pharmacy management. 
“Society,” says the report, “is now demanding 


September, 1938 


good medical care and the public is entitled to as 
good pharmacy service as it may expect from 
other professions. Effective hospital service pre- 
supposes effective pharmacy service.” 


The report defines a hospital pharmacy as “that 
department of a hospital in connection with which, 
under the direction of competent registered phar- 
macists, drugs, medicines and medical supplies 
are purchased, grown or prepared; standardized, 
packaged, stored, inspected, dispensed or distrib- 
uted; including laboratory and research work, the 
keeping of necessary records and the responsibil- 
ity for poisonous, habit-forming and dangerous 
drugs. Encompassing so broad a scope,” the re- 
port continues, “it is illogical that effective opera- 
tion can be expected without a definite policy and 
philosophy of operation and management.” 


Some of you, if not the majority, may wonder 
whether the high conception of hospital pharma- 
cy expressed by this National Committee is based 
on somebody’s “pipe dream.” I can say that hos- 
pital pharmacy of this type does exist and has 
been found to be more economical as well as more 
serviceable than the more slovenly and poorly reg- 
ulated service which many hospitals put up with 
today. 


The Hospital Pharmacist Needs Special Training 


By this time you will have suspected that I have 
visited some hospital pharmacies in New Jersey. 
What I have seen in New Jersey convinces me 
that hospital authorities can very profitably give 
greater attention to the organization and admin- 
istration of the hospital pharmacy. To accom- 
plish maximum results in this field it is necessary 
to rely in the first instance on the experience and 
ability of a competent pharmacist. A commercial 
drug store proprietor or a chain store drug clerk 
cannot be made into a competent hospital phar- 
macist over night. A pharmacist who is compe- 
tent to take his place in a hospital organization 
as an expert in the subdivision of medical practice 
which has to do with the procurement, compound- 
ing, evaluation, and dispensing of drugs, must 
have had a good technical education and experi- 
ence which places him on a par with other labora- 
tory workers as to compensation and rank. 


Such men and women will be available to a 
greater extent as time goes on and you demand 
their services. The requirements for a pharma- 
cist’s certificate in New Jersey include a four year 
college education leading to the Bachelor of 
Science degree and one year of internship in an 
approved pharmacy. Hospital pharmacies may be 
approved for a part of this internship period. If 
we had in New Jersey a number of outstanding 
hospital pharmacies where a well-rounded train- 
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ing could be obtained, such training might very 
likely be accepted for the full year of internship. 


Many of you know that we are now engaged in 
a hospital pharmacy survey. Progress in this un- 
dertaking has not been very rapid because of our 
limitations of personnel and time. However, we 
believe that it will be completed by the end of 
this summer. What we have seen thus far indi- 
cates that pharmacy service, where available un- 
der proper supervision, is of good quality but often 
hampered in its extent by inadequate equipment 
and insufficient personnel. As far as we know 
there is no really complete pharmaceutical service 
such as is to be found in an institution like the 
University of Michigan Hospital at Ann Arbor, 
for example. Here there are facilities for large 
scale manufacturing which have effected real 
economies. There is professional recognition of 
the chief pharmacist and his associate to the ex- 
tent of routine participation in staff meetings and 
special committee work with resultant improve- 
ment in methods of medication. There is research 
work in the therapeutic evalution of drugs from 
various sources and in various price ranges. The 
pharmacist is constantly consulted by members 
of the medical staff in working out new methods 
of administering drugs and he is able to anticipate 
requirements for better and more effective service. 


Greater Emphasis Need of the Hospital Pharmacy 


May I end this paper with the concluding para- 
graphs of the Report of the Committee to which 
I have referred so frequently. It reads as fol- 
lows: 


“Pharmacy is a highly specialized medical serv- 
ice. Few departments in hospital performance 
have been given less attention by and large than 
the hospital pharmacy. The present practice of 
drug therapy in hospitals is chaotic and requires 
revision. There is great economic loss in the op- 
eration of the average hospital pharmacy as it is 
today administered. The Committee on Pharma- 
cy recommends that the Council on Community 
Relations and Administrative Practice of the 
American Hospital Association establish a divi- 
sion on pharmacy and take steps to prepare a 
manual of pharmacy operation and control. A 
system of rating hospital pharmacies is proposed. 


“The Committee recommends that this Council 
emphasize the need of better relations between 
the professional schools of pharmacy, medicine, 
and nursing. These professions cannot be indif- 
ferent to each other. More attention should be 
given to the education of the hospital personnel 
on pharmacy operation. It may be advantageous 
to have interns and nurses assigned to the phar- 
macy for short courses in drugs and solutions; 
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hospital internships in pharmacy will, undoubt- 
edly, raise the standard of pharmacy service. This 
is no little task. 


“The Committee further recommends that the 
American Medical Association create a national 
research council similar to the Therapeutic Trials 
Committee in England. 


“With the present position of the large com- 


mercial pharmaceutical establishments and the 


high pressure methods of advertising they em- 
ploy, the physician and the public has become sat- 
urated with the supposed merits of fancy pro- 
prietary preparations. The art of prescription 
writing is fast becoming lost. Hospital drug pre- 
scribing is burdened with excessive economic and 
therapeutic losses. Single drug items of widely 
varying potency and price are stocked in hospital 
pharmacies. Highly active preparations and inert 
ones are stocked without proof of clinical value. 
Equally baneful is the common practice of buying 
very common drugs (i.e., phenolphthalein) under 
a score of different names and prices merely be- 
cause staff members are unfamiliar with standard 
nomenclature when writing orders. Pharmacists 
are thus led into careless habits of specifying 
drugs and labeling. 


“Such practice is undoubtedly traceable to cor- 
rectible defects in medical education. A program 
to ameliorate this condition will bring together 
members of the various national associations in- 
terested in rational drug therapy. Leadership is 
necessary. It seems that the American Hospital 
Association is the logical association to undertake 
such a study in the interest of all hospitals. 


“An attempt has been made in the preparation 


.of this report to give an overview of the planning, 


policies, and operation of the hospital pharmacy 
in the light of accepted practice. Legislation is 
only touched upon. 


“A program of standardization is recommended. 
Standards of teaching, measures, practice, equip- 
ment, and procedures need be formulated. Better 
research is essential. 


“Every hospital should appoint an active com- 
mittee of the staff designated as the ‘committee 
of pharmacy.’ All matters of policy, administra- 
tion, and control are under the jurisdiction of the 
committee. All drugs and preparations added to 
or deleted from the shelves of the pharmacy must 
have the approval of this committee. 


“Rules and regulations governing the depart- 
ment and rules and regulations governing the per- 
sonnel are essential for good management. A list 
of reference books to constitute a library is ap- 
pended with an extensive bibliography of articles 
pertaining to hospital pharmacies. A system of 
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stock inventory, records, and standard formulary ice. A program to improve standards and economy 
is recommended. A systematic plan should be apply equally in the general and special hospital 
followed in constructing the pharmacy depart- field.” 

ment with special reference to dispensing, stores, 
and manufacture. Strict adherence to laws should 
be observed. A plea for rational drug therapy is 
made, keeping paramount in mind the ultimate 
consumer—the patient. 


May I also express the hope that we may soon 
reach the point in New Jersey where every hos- 
pital of more than 100 bed capacity will have a 
properly equipped pharmacy in charge of a regis- 
tered pharmacist and operated under a State per- 


“Pharmacy service is no less acute in the hos- mit—not because of any legal requirement, but 
pital specializing in the treatment of tuberculosis because we have come to realize that anything 
and other communicable diseases than in the gen- short of such facilities for pharmaceutical service 
eral hospital. Poor pharmacy service should not to our patients is uneconomical and unworthy of 
be countenanced any more than poor medical serv- our high ideals of hospital service. 
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Conferences on Specific Hospital Problems 


An innovation which will be introduced at the PLANNING CONSTRUCTION AND PLANT OPERATION 
Dallas Convention has been arranged by Presi- Paul H, Felt: v0.0.6 5060005 Tuesday, 4-5 p.m. 
dent Robert E. Neff. Many people coming to the Dr. George O’Hanlon....... Wednesday, 4-5 p.m. 
Convention bring with them some problems upon Dr. Lucius B. Wilson........ Thursday, 4-5 p.m. 
which they desire authoritative counsel. Presi- 
dent Neff has arranged for the following hospital PERSON NEL 
authorities to meet and interview those who may Dr. Claude W. Munger........ Tuesday, 4-5 p.m. 
desire appointments according to the following han: B, B iin cise cass Wednesday, 4-5 p.m. 
schedule: James A. Hamilton.......... Thursday, 4-5 p.m. 

GENERAL ADMINISTRATION sellin sietdle 
il Z yn a saa oh eae 4 > wat Dr. Harvey Agnew........... Tuesday, 4-5 p.m. 
Lelie’ Wiaeike paciatay: isan day, 4-5 nap Tie. Bs cn sie tas Wednesday, 4-5 p.m. 
fig in Ha RS OR ‘ wus a ists eee Thursday, 4-5 p.m. 
HOSPITAL CARE INSURANCE 
Prask Van Dios. occas. Tuesday, 4-5 p.m. PUBLIC RELATIONS 
Perry Addleman........... Wednesday, 4-5 p.m. Dr. Malcolm T. MacEachern. . . Tuesday, 4-5 p.m. 
C. Refas Bovem:.......2..6. Thursday, 4-5 p.m. Dr. Fred G. Carter......... Wednesday, 4-5 p.m. 
NURSING Ri: Be Heenan eo. oc cecives Thursday, 4-5 p.m. 
domm NM, TetGeid. 2... 6x ccecx Tuesday, 4-5 p.m. Those who desire appointments may inform the 
Ada Belle McCleery........ Wednesday, 4-5 p.m. Registration Booth and arrangements will be 
De. Walter &. Gist... occ e. Thursday, 4-5 p.m. made for the interview. 
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An Invitation to Galveston and Houston 





On behalf of the South Texas Hospital Council Of particular historical interest in line between 
Robert Jolly, President of the South Texas Hos- Houston and Galveston is San Jacinto Battle- 
pital Council, extends a very cordial invitation to ground with the Memorial Monument, the tallest 
the members and guests attending the Dallas Con- in the world, one of the beauty spots in south 
vention of the American Hospital Association to Texas. A visit through the oil fields, the Rio 
visit Houston and Galveston either en route to or Grande Valley with its famous citrus groves, and 


then on to the Davis Mountains with their won- 
derful canyons, and other attractions would be 
especially worthwhile, particularly if made by 


returning from the Convention. Houston is the 
largest city in Texas and Galveston is one of the 
best-known resort cities in the South. 


automobile. 

Of especial interest to hospital people are the The hospital people in these two cities extend 
fine hospitals which are located in both these a very generous hospitality and would be de- 
cities. In Houston the new two-million-dollar lighted to entertain the hospitalers. If those who 
Jefferson Davis (City-County) Hospital, the contemplate visiting the two cities will contact 
Hermann, Methodist, Memorial Hospital, and Mr. Jolly, or any administrator of the seventeen 
St. Joseph’s Infirmary; in Galveston the John hospitals of these two cities, they will be most 
Sealy Hospital, Hospital of the University of graciously entertained and will be personally con- 
Texas, and St. Mary’s Infirmary. ducted in their sightseeing trips. 
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Admission of Clinic Patients 


J. C. DeFIORE, M.D. 


trast to the old type of clinic, offers a wide 

range of medical services from general medi- 
cine to the specialties as orthopedics, gastro- 
enterology, physiotherapy, etc. Some of the pa- 
tients at the free or paid clinics come to see 
these specialists whose private fees are probably 
beyond their reach; but the majority are the 
chronically and permanently disabled patients 
who receive medical care because of their indi- 
gent status. 


T= modern out-patient department, in con- 


Standard of Eligibility 


The practical question arises: What is the 
standard of eligibility for applicants to the out- 
patient department? This standard depends 
mainly on the needs and resources of the patient 
in each particular community. In the out-patient 
department at Fordham Hospital we have at- 
tempted to deal with this problem by roughly 
separating our patients, to prevent abuse of medi- 
cal charity, as follows: 

a—Admission of a patient to any one clinic 
pending financial investigation. 


b—Admission of a patient for a chronic dis- 
ease or a major operation for which a patient 
cannot be expected to pay an unusual private fee. 


c—Admission of a patient who has been dis- 
charged from the hospital, for follow-up purposes. 

d—Admission of a patient for special labora- 
tory examination as basal metabolic rate, x-rays, 
electro-cardiograph, etc., when such examinations 
are beyond his means. 

e—Admission of a patient with actual or po- 
tential tuberculosis, syphilis, or gonorrhea for 
the protection of the patient and the community. 
Financial investigation in this last classification 
is both secondary and irrelevant. 


Financial Eligibility 


The standard of financial eligibility at Ford- 
ham Hospital out-patient department is more or 
less arbitrary. The standard established by the 
American Hospital Association has been applied 
in a large majority of cases; but whenever 
there is any question as to the veracity of state- 
ments made by any one applicant, a financial in- 
vestigation is ordered. At our out-patient depart- 
ment about sixty per cent of the active patients 
are thoroughly investigated. These include all 
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patients referred from the out-patient depart- 
ment to the hospital and vice-versa, all tuber- 
culosis patients (who are never disapproved), 
ante-partum patients, diabetic patients, and all 
patients requiring special treatments, as injec- 
tions (except luetics) physiotherapy, x-ray se- 
ries, etc. 

A small percentage (about five per cent) of pa- 
tients leave the out-patient department without 
treatment because of the “red tape” required for 
admission or receive one treatment and never 
come back because they are asked to bring iden- 
tification before the second treatment is insti- 
tuted. (Identifications consist of rent receipts, 
WPA numbers, home relief cards, etc.) Some of 
these patients may return and attempt a new 
registration but this practice has been curbed to 
some extent by referring all new applicants to a 
clerk who checks up any previous registration in 
our central filing system. 


Abuse of Out-patient Service 


The private physician is responsible for an- 
other small percentage (about three to five per 
cent) of applicants. Some of the patients come 
to the out-patient department because their pri- 
vate physician told them “‘to have the same doc- 
tor take the sutures out,” others come to the 
out-patient department for blood counts, x-ray, 
urine analyses, etc., because their private physi- 
cian told them “to take these tests and then send 
the reports to me,” and still others come to the 
out-patient department as compensation cases be- 
cause the private physician “didn’t know exactly 
if this case were compensatable or not.” 


Probably a larger percentage (about seven per 
cent) of applicants to the out-patient department 
are relatives, friends, or acquaintances of doctors, 
nurses, or employees of the hospital. This type 
of patient, regardless of his financial status, 
knows the routine of admission and is seldom 
detected. 


It has been our aim to control and standardize 
admissions to our out-patient department by 
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gradual and methodical elimination of those pa- 
tients who can afford private medical care. There 
is no question that a large majority of patients 
use the out-patient department for the unusual 
laboratory facilities, x-ray consultation, and the 
access to prominent specialists. These same pa- 
tients employ a private physician from time to 
time but find it impossible, however, to secure 
complete services. 

The rapid growth of the out-patient depart- 
ment in the City of New York has not been pro- 
portionate to the economic regression. Dr. Gur- 
teen, in his Handbook of Charity Organization 
describes the dispensary system as a “vast school 
of pauperism, demoralizing the poor, educating 
them in improvident habits, and teaching them, 
. in one of the most vital departments of life, to 
be thriftless and improvident.” This might have 
been true fifty years ago but today the facts indi- 
cate that requests for treatment in the out-patient 
department are generally justified. The question 
arises as to whether other indigent patients in 
rural communities where dispensaries are not ac- 
cessible, have not the same need as we have in 
the large cities. 

Our aim has been to help the sick poor. To 
concentrate on this indigent patient, we have at- 
tempted to eliminate the abuse of medical serv- 
ices of a smaller percentage of patients by thor- 
ough financial investigation, whenever possible, 


and by intelligent and tactful interviews with new 
applicants. Administrative cooperation has been 
the most predominant feature in the admission 
of patients. Whenever a patient is denied ad- 
mission to the out-patient department, the medi- 
cal director and the financial investigator are con- 
sulted in order to determine both the physical and 
financial status of the patient. Never at any 
time is a patient refused treatment for a serious 
malady or an urgent condition because of inabil- 
ity to pay. This type of patient is given one 
treatment, and following the medical examina- 
tion, he is either admitted to the hospital or re- 
ferred to a private physician as the case may be. 


Distribution of the Economic Burden of Illness 


The distribution of the economic burden of ill- 
ness is gradually becoming a state and social 
problem. Under public auspices there is a defi- 
nite extension of curative and preventive work. 
Voluntary agencies such as fraternal orders, sick 
benefit societies, etc., are giving more attention 
to the provision of medical care. In the past 
decade there has been a public demand for health 
insurances under state or federal supervision. It 
is my personal and unofficial opinion that such a 
system would eliminate the difficulties we have 
been encountering and provide efficient individual 
medical care for the sick poor. 





—p— 


The Committee on Resolutions 


Resolutions may be presented on the floor of 
the Convention at any of the section or general 
sessions. They will be referred to the Resolutions 
Committee upon motion, or by the chair when no 
objection is offered. Under the By-Laws, resolu- 
tions approved by the Assembly will become effec- 
tive when they have been referred to and reported 
by the Committee on Resolutions to the House of 
Delegates and are adopted by that body. 


This applies to all resolutions approved by the 
Assembly, except those that pertain to the amend- 
ment of the Articles of the Association or By- 
Laws, or to the internal affairs of the: Assembly. 


The Committee will arrange to hear members 
of the Association in support of or in opposition 
to any resolution coming before the Assembly. 





The Gadget Exhibit 


The gadget exhibit will be one of the fea- 
tures of the Convention and will attract a steady 
stream of visitors. More than 100 hospitals are 
arranging to send in their gadgets. They will be 
displayed in a prominent section of the exhibit 
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hall. Articles for the gadget exhibit should be 
addressed to Margaret Kennedy, Chairman of 
Gadget Committee, care Jos. T. Griffin Company, 
Dallas, Texas. 


Do Not Miss the Mechanical Section at the 
Dallas Convention 

The fuel representatives will offer to the hos- 
pital administrator advance information and data 
of different heating elements, showing the adap- 
tability of each heating element for a selective 
area arrived at from an economic viewpoint of 
carrying costs from its origin to the point where 
it is used. Comparison of present day costs with 
the past, plus modernized methods of handling 
as of today, will be brought out. Lantern slides 
of chart tests made from extensive study will also 
be a part of this presentation. 

The Mechanical Division Section is fortunate 
to have on this year’s program Dr. George 
O’Hanlon, who will present the viewpoint of a 
hospital director in relation to the laundry service 
problem. Dr. Frazer D. Mooney will offer his 
viewpoint on the Power Plant Problem, with Dr. 
Donald Smelzer making a summarization of all 
to be offered. 
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The Conduct of the Autopsy 


HOWARD T. KARSNER, M.D. 


bearings of wide significance in the operation 

of a good hospital. It involves much more 
than the performance of post-mortem examina- 
tions. It has implications and ramifications which, 
when considered in the light of a long experience, 
affect not only the pathologist but also the pro- 
fession, the hospital, and the public. It is hoped 
that the following comments and interpretations 
will be of some value to all those who are devoted 
to the best interests of the modern hospital in its 
manifold activities. 


The Pathologist 


In the performance of an autopsy, the patholo- 
gist is obligated to accept several responsibilities. 
He serves the relatives of the patient, the insti- 
tution in which his work is done, the public, the 
cause of truth, and the forward movement of 
medical science. In order to meet these respon- 
sibilities, he must have a background of excellent 
training and considerable experience. Only by 
this preparation can his work be well done and 
his interpretations be accurate and dependable. 
The minimum of training and experience that, in 
the judgment of a group of competent patholo- 
gists, is adequate, has been put into the regula- 
tions of the American Board of Pathology, an 
organization planned to protect the profession 
and the public from the unskilled practice of path- 
ology. This may well be of importance to hospital 
officers who select pathologists for their institu- 
tions. Nevertheless, it must be appreciated that 
these standards are minimum. The pathologist of 
high order knows anatomy and physiology and 
their subdivisions. Tact, patience, and agreeable 
personality should supplement energy, initiative, 
and scholarly interest in the broad field of medi- 
cine and its literature. 


Ti phrase, “conduct of the autopsy,” has 


The pathologist must have enough clinical ex- 
perience to understand the problems which have 
confronted the physician or surgeon in the diag- 
nosis and management of the patient during life. 
If the case has legal implications he must acquaint 
himself with the points of law involved. In either 
event, he must approach the performance of the 
autopsy without prejudice and be strong to state 
the truth as he discovers it. He is then in proper 
position to fulfill his function as a consultant. 


Quarters 


It is to be presupposed that the quarters in 
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which the postmortem examinations are made are 
well situated, well lighted, well equipped, well 
ventilated, and spotlessly clean. If, on occasion, 
the autopsy must be done in an undertaker’s es- 
tablishment, in a private home, or in other sur- 
roundings, the pathologist must make arrange- 
ments so that this occasional place fulfills the best 
conditions as nearly as possible. When he fin- 
ishes his work he must see that the place is re- 
stored to its original condition. He must respect 
the lack of information on the subject that pre- 
vails in the minds of some undertakers and most 
laymen, and take every precaution to do nothing 
and leave nothing that may be offensive. 


Technique 


Although each laboratory and pathologist has 
usually developed a general routine of technique, 
this should never be inelastic. With the infor- 
mation obtained before the examination is started, 
the method should be modified in any way that 
may be necessary in order to discover the nature 
and causes of the diseases and, wherever possible, 
the cause of death. 


Responsibilities of the Pathologist 


The responsibility of the pathologist toward the 
hospital which he serves is not merely to keep it 
out of trouble. His laboratory should be so con- 
ducted as to enhance the reputation of the whole 
institution. The autospy, with all its ramifica- 
tions, can be made of importance in the pursuit 
of this objective. The consent for autopsy should 
be primarily an authorization to the institutional 
officers, which is delegated to the pathologist. In 
collaboration with the administration, the patholo- 
gist designs the forms for consent and must ac- 
cept this as a serious task rather than as mere 
routine. It is his duty to see that the forms are 
properly filled in by the house officers or others 
who interview the relatives and that the admin- 
istrative officers give attention to their part of the 
form. It is also his duty, perhaps his more sol- 
emn duty, to follow exactly any limitations that 
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may have been prescribed and rigorously to pre- 
vent the “stolen” autopsy.* Precise technique, 
critical interpretations of skillful observations, 
careful repair and cleansing of the body are essen- 
tial to the well conducted autopsy and to the good 
name of the laboratory. 


Consideration for the Undertaker 


The consideration shown to the undertakers by 
the pathologist and his staff is of importance in 
many connections. Only by sympathy for the 
undertakers’ problems can the pathologist and the 
institution expect cooperation. In the larger com- 
munities, the ability of embalmers varies, and the 
pathologist must be tolerant of those who have 
difficulties with bodies which have been subjected 
to autopsy. His method of repair can be such as 
to facilitate embalming and in certain cases he 
will do well to have the embalmer in consultation. 
In all instances, the body, after repair, should be 
inspected by an authorized member of the pro- 
fessional staff of the laboratory, whose approval 
should be over his signature. This should never 
be left to the judgment of an autopsy room 
orderly, regardless of how good he may be. Com- 
plaints of the condition of the body cannot be 
dismissed as of no consequence. They must be in- 
vestigated thoroughly and seriously, and a written 
report made. If, perchance, the laboratory be at 
fault, the experience can be utilized to prevent 
similar occurrences in the future. The adminis- 
trative officer often bears the brunt of adverse 
criticisms and the pathologist can well afford to 
cooperate sympathetically, to furnish full infor- 
mation in tracing any fault which may exist and 
give guidance in meeting the situation. Sympa- 
thy should be mutual and that administrator gives 
the best service in this connection who has be- 
come familiar with the difficulties inherent in lab- 
oratory work. If the pathologist be able and con- 
scientious, the administrator should repose 
complete confidence in him. 


Protocols 


Whether simple or complex, the forms for pro- 
tocols should be in harmony with the record sys- 
tem of the whole institution. They should rep- 
resent a cooperative effort between the laboratory 
director and the administration and should never 
be a dictum from the latter to the former or vice 
versa. In the final analysis, however, it is not so 
much the forms as what is put on them that is 
of real and lasting value. The duty of the pathol- 
ogist is not merely to state what he finds, but to 
phrase it so that his successors and others who 





*To refer to this as stealing is to stigmatize it too mildly. It 
is absolutely contrary to a spirit of fair dealing between profes- 
sion and public. Truth is poorly served by theft. 
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may desire information can consult the record as 
a scientific document, accurate, clear, and com- 
plete. The descriptions may well be supplemented 
by photographs, drawings, and diagrams, but in 
and of themselves should be word pictures, lucid 
and convincing. Diagnoses, to be acceptable, must 
find their support in observations that are ob- 
jective and well recorded. Any hospital that is 
proud of its record system must recognize that 
the laboratory records are an essential part of the 
whole and should furnish the necessary secreta- 
rial and other assistance for recording laboratory 
findings. 
Information as to Results 


Except for cases with legal implications and 
those unclaimed, the autopsy is performed with 
the consent of the patient’s relatives. Whether 
they request the examination or whether it is 
done only after they are persuaded as to its wis- 
dom, the pathologist’s duties to them are plain. 
The body and its viscera are to be treated with 
respect. The incisions and repair of the body 
should be meticulously careful. Of especial sig- 
nificance is the fact that the relatives should know 
the disclosures of the autopsy. In this connection, 
the pathologist is either an officer of an institu- 
tion or the representative of the physician in 
charge of the case. Thus, only in exceptional cir- 
cumstances or by special arrangement does he 
report directly to the family. Attached to his re- 
port to the institution should be a simply worded 
statement, intelligible to the layman, in which the 
principal observations are recorded, in such form 
that it may be read or given to the family by the 
institution on the authorization of the physician 
in attendance. This should be regarded as part 
of the hospital’s service. 


If the autopsy be authorized by the coroner or 
medical examiner, that office should have as 
promptly as possible a full copy of the protocol. 
When the pathologist acts in a case with legal 
implications, he is usually the representative of 
an insurance company, of a state commission, or 
of a court of law. His report and interpretations 
are confidential and go to those who have engaged 
his services. Only by written consent may these 
documents be given to the family. 


Fees 


In many private cases, and in cases which in- 
volve insurance and questions of law, the patholo- 
gist is entitled to a fee. This should be arranged 
in advance and assurance of payment given. A 
word should be interjected about contingent fees. 
Persuasive as may be the arguments of those who 
request the autopsy on this basis, the refusal 
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must be invariable and conclusive. There may be 
men of such inherent righteousness that a con- 
tract of this kind could be concluded without prej- 
udice to the interpretation of the findings, but 
even they cannot avoid suspicion as to their mo- 
tives. Neither the pathologist nor any other phy- 
sician can suffer taint of this sort. The contingent 
fee is not only unethical and deleterious to the 
best interests of the medical profession; it is im- 
proper, immoral, and degrading. 


Relation to Education 


Unfortunately, in a few institutions, the scien- 
tific and educational values of the autopsy are 
overlooked by the trustees, administrators, and 
even by some of the professional staff. When 
this proves to be true, the pathologist must extend 
himself to provide conclusive evidence in support 
of this aspect of his work. The importance to 
patients in diagnosis and treatment, to the hos- 
pital in securing high grade staff and house offi- 
cers, to the cause of medical science and the 
hospital’s contribution to society should be em- 
phasized tactfully, patiently, firmly, and repeat- 
edly. The best hospitals pride themselves on high 
autopsy percentages, but above that lies the use 
to which the autopsies are put. They must be so 
conducted as to aid the clinical staff. They must 
furnish satisfactory data and material for investi- 
gative study. The institution must provide ample 
facilities for storage, not merely in the form of 
a museum, but also in space for microscopic sec- 
tions, tissue blocks, and records so that all are 
readily available. In spite of the great advances 
made by physiology and biochemistry, much re- 
mains to be done in morphological research either 
for itself or as a corollary to the functional aspects 
of disease. The pathologist and the hospital can 
furnish invaluable assistance in this direction by 
providing the material and the facilities for profit- 
able study. 

The so-called teaching hospital has a duty 
toward the medical students of its associated 
school, but all hospitals should be teaching hos- 
pitals, if not toward medical students, then of 
necessity toward the staff, house officers, and 
nurses. 
hospital that pretends to be first class. The pa- 
thologist has duties of much broader bearing than 
is implied simply by technique, interpretations, 
and records. The nursing staff can prepare the 
dead for transport promptly and can aid the phy- 
sician in obtaining consent for autopsy. The ad- 
ministrative staff can be sympathetic rather than 
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Modern medicine demands this of any - 





indifferent, active rather than passive, and coop- 


‘erate to the fullest degree in all the factors 


involved. The use of the material for the infor- 
mation of the professional staff, the education of 
the house officers, the instruction of pupil nurses, 
and, in the teaching hospitals, the teaching of 
medical students, are the most valuable stimuli 
to the pathologist in his conduct of the autopsy 
and to all the professional work of the hospital. 
Granted that the autopsy is significant for the 
welfare of the whole organization, it becomes a 
duty of the institution to provide ample means 
for these educational purposes, and of the patholo- 
gist to use his teaching opportunities in fullest 
measure. Thus, there should be provision for the 
clinical staff in the autopsy room, satisfactory 
halls for demonstrations and lectures, and high 
grade equipment for the periodic clinico-patholog- 
ical conferences. The pathologist can then em- 
bark upon his educational duties with an interest 
and enthusiasm far above what might be true in 
the face of poor and inadequate facilities. 


Attitude of the Pathologist 


The attitude of the pathologist, his assistants, 
and the onlookers during the course of the au- 
topsy is of unquestioned. significance. The autopsy 
is a scientific investigation and everything must 
be done to maintain an atmosphere of studious in- 
quiry. Furthermore, the dead body is deserving 
of respect not so much for what it is as what it 
represents. The pathologist must remember that 
his familiarity with the dead is not a familiarity 
with death. Even though death may be but a 
“change of scene,” the survivors usually look upon 
it as a tragedy with widening circles of sadness 
to relatives and friends. Frequent contact with 
the dead must never permit any loss of apprecia- 
tion for the broader meaning of death, and the 
pathologist, as master in the autopsy room, must 
ever bear this in mind. Rules may be made 
against smoking and undignified behavior, but 
they are only secondary to the objective that dic- 
tates them. Indeed, if the purpose be apparent 
and compelling, rules may be superfluous. Senti- 
mentality has no place in the scientific inquiry, 
but the spirit of respect for death and its impli- 
cations, if genuine, can be made to dominate all 
conduct in the autopsy room. It should apply not 
merely to the autopsy but to any subsequent use 
of the material for demonstration or study. 

Sincerity of attitude on the part of the patholo- 
gist soon reflects itself in that of the assistants 
and orderlies. Only rarely must precept be sup- 
plemented by suggestion or even command, but 
the attitude should be preserved inviolate. So 
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important is it that recalcitrance should lead to 
replacement. 


Attitude of the Onlookers 


Among the onlookers are clinicians who have 
seen the patients in life and have been distressed 
by the death. They need no reminder ‘as to the 
attitude of respect and the pathologist should ex- 
tend to them all possible consideration. The truth 
must be stated, but with gentleness and with full 
appreciation of the difficulties that beset clinical 
study. At times this may strain the pathologist’s 
patience, but his awareness of the human factors 
must prevail. 

The medical student comes to the autopsy room 
inexperienced in all the conditions and surround- 
ings of the autopsy room. He has seen the dead 
in the anatomical dissecting room, the cold pre- 
served bodies of, for the most part, derelicts. The 
autopsy is vastly different from the anatomical 
dissection, the body recently dead and even still 
warm, the entire environment changed. He knows 
little of illness and still less of death. He needs 
aid in his approach to the autopsy and the prob- 
lems it entails. The pathologist, having gone 
through the identical experience, should furnish 
guidance in a kindly human fashion. With only 
a few students is it necessary to be emphatic in 
directions, but in any event the student must par- 
ticipate in the orderly quiet and dignity of the 
autopsy room. 

Graduate nurses, who have attended the pa- 
tient, and pupil nurses, as a part of their instruc- 
tion, witness autopsies. They know death better 
than they know the dead and need no suggestion 
as to attitude. The pathologist attunes himself 
to these onlookers, is particular in his demon- 
strations, explains the repair of the body and 
exerts himself to alleviate the distress of mind 
that may affect these devoted women. 


Admission of the Laity 
Laymen should be excluded from the autopsy 





room. Having no background of medical training, 
they do not understand the method and broad pur- 
poses of the autopsy or appreciate the disclosures. 
They can readily misinterpret words and actions, 
do not observe the final repair of the body and 
often magnify what they see into a totally un- 
justified picture of horror. The consequent de- 
velopment of an antagonistic view may well 
endanger the progress of medicine. Even in cases 
with legal aspects, every effort should be made to 
dissuade from attendance those who think they 
have an interest at stake. If this prove to be of . 
no avail they should be protected, in so far as 
possible, from shock and should see the final com- 
plete repair. 

The situation of the autopsy room should be 
such as to protect against intrusion and the casual 
curiosity of passers-by, undertakers, etc. If not 
so situated, strict regulations should be enforced. 
If undertakers are admitted, it should be only to 
aid them in their professional work as practition- 
ers or students of embalming and the restoration 
of the body. They should be made to sense the 
attitude of those engaged in or witnessing the 
examination. 


Conclusion 


The place in which the autopsy is conducted, 
the equipment provided for it, the administrative 
control of it, the staff assigned to it, the scientific 
atmosphere within it, the attitude of all those who 
participate in any way, are all essential to its 
performance. The spirit is as important as the 
method. All the institutional personnel, from pro- 
fessional chief to intern, from administrative 
head to orderly, from directress of nurses to the 
newest pupil, owe to the organization and to medi- 
cine a sacred duty to further its objectives. 
Through the centuries, the autopsy has contrib- 
uted significantly to the advancement of medical 
science. Appropriately safeguarded, it will con- 
tinue to do so. 





The Oldest Trustee of Mount Sinai Hospital 
Taken by Death 


Joseph F. Cullman, the oldest trustee of Mount 
Sinai Hospital, New York City, who has been a 
member of its Board for the last forty-one years, 
died August 1 at the age of 83. Mr. Cullman, 
during his long association with Mount Sinai 
Hospital, served not only on the Board of Trus- 
tees but has been a member of its executive com- 
mittee and chairman of the committee on medical 
instruction. He was intensely interested in the 
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progress and development of his institution, and 
more particularly in the education of the young 
men who, over a long period of time, have served 
as interns at Mount Sinai. 

Mr. Cullman was one of New York’s best- 
known practical philanthropists. Last December, 
in celebration of his eighty-third birthday, he 
gave a party for all the patients of the Beekman 
Street Hospital, where his son, the Honorable 
Howard S. Cullman, Vice-President of the Port 
of New York Authority, has been president of 
the Board for many years. 
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Death of a Patient—Some Administrative Details 


MARCUS D. KOGEL, M.D. 


administrative procedures and to analyze them 

for encumbrances which may have crept in 
through the years and made them unwieldy. 
Progress and tradition are natural enemies and 
’ the traditional way of doing things is not always 
the simplest way. The best procedure is the one 
which will accomplish the desired result in the 
simplest way. 


|: IS important, from time to time, to review 


In order to accomplish some uniformity in the 
carrying out of a designated task, it is wise to set 
up printed regulations sufficiently detailed to 
leave little to the imagination. The regulations 
should be elastic enough so that new material may 
be added from time to time and outmoded meth- 
ods easily deleted. The writer has had occasion 
recently to put the majority of hospital adminis- 
trative procedures in regulation form and this 
essay is based on his regulations covering the sub- 
ject of “Deaths.” 


Action of the Intern 


The intern is the first individual concerned in 
the death of the patient. He should pronounce 
the patient dead as early as possible after the pa- 
tient ceases to breathe; at least within fifteen 
minutes after the death occurs. He must then 
promptly and accurately complete the clinical rec- 
ord and bedside card of the patient and perform 
any other clerical duties provided by the rule of 
the particular hospital. In the Queens General 
Hospital, his clerical work is confined to the clin- 
ical record and upon the intern devolves the duty 
of writing an accurate summary of the case. 


The intern is in duty bound to make every ef- 
fort to obtain a necropsy consent from the nearest 
kin. He should ask the information clerk to no- 
tify him of the arrival of members of the family. 
In the event he is unsuccessful in securing a con- 
sent for post mortem, he should call his senior or 
resident, so that they may interview the family. 
A good intern lays the groundwork for a post 
mortem by his intelligent approach to the family 
before death. 


In the Queens General Hospital, the house staff 
have nothing to do with the signing of death cer- 
tificates. Death certificates are made out by the 
medical superintendent or, in his absence, by the 
deputy medical superintendent. This. produces 
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more accurate death certificates, eliminates diffi- 
culties with the Department of Health, sorts out 
cases with medicolegal implications and gives to 
the medical superintendent a splendid opportunity 
to become better acquainted with what is going 
on in his institution. 


Initial Action of the Ward Nurse 


The ward nurse has important duties in connec- 
tion with the death of a patient. She fills out a 
death notice and sends it promptly to the infor- 
mation office. She also sends to the information 
office the completed clinical record and bedside 
card. 

Action of the Information Clerk 


Upon receipt of the death notice, the informa- 
tion clerk sends out a telegram collect to the per- 
son designated by the patient, on admission, as 
the nearest friend or relative. The telegram reads 
as follows: 


Name of patient—died (time of death). Come to the 
hospital. See Dr. (Name of member of house staff re- 
sponsible for patient). 

Signed: 


The duplicate of the telegram is kept on file, 
together with the following information: 


Queens General Hospital. 


a—Date and time sent 

b—Name of information clerk sending telegram 

c—Delivered or not delivered by the telegraph company 
As a further safeguard in the greater city, the 

police precinct closest to the nearest relative’s 

home is called and requested to send out a police- 

man to notify the relatives of the patient’s death. 


In the event the nearest relative lives some- 
where in the state outside of the greater city, a 
telegram is sent to the State Troop Headquarters 
in which the county is located in which the rela- 
tive is resident. This reads: 


Commanding Officer, Troop 

Name of patient died ; time and date of 
death Please notify (name of relative and 
address). 











Signed: Queens General Hospital. 


As a further check, we send out a printed noti- 
fication of the death of the patient. This is pre- 
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pared for the signature of the medical superin- 
tendent by the information clerk. 


The information clerk sends in the chart and 
bedside card of the patient to the office of the 
medical superintendent and the death notice to the 
admitting clerk. It would seem that the chart and 
bedside card should be sent down directly to the 
medical superintendent, since the information 
clerk has no direct duties connected with them. 
They are, however, sent through him to the su- 
perintendent as an additional safeguard in the 
event that he fails to receive the death notice; 
also on holidays and at night when the office of 
the superintendent is closed, the information 
clerk holds the records and notifies the superin- 
tendent when the death certificate is called for. 


Action of the Admitting Clerk 


On receipt of the death notice, the admitting 
clerk sends out the following information on the 
teletypewriter: 

Line 1: Death — case No. — name of patient — Ward 
— Diagnosis — Date — hour of death 

Line 2: Name — notify (Name — address). 

Copies of the teletypewriter information go to 
all the interested agencies in the hospital, such 
as the social service, investigator, record division, 
medical superintendent, information, compensa- 
tion clerk, ete. 


Action of the Office of the Medical Superintendent 


As mentioned earlier, the office of the medical 
superintendent is responsible for the preparation 
of the death certificate and the medical examiners’ 
forms. On Sundays and holidays, the deputy med- 
ical superintendent on duty is responsible for the 
death certificates. The office of the medical su- 
perintendent does not turn over the death certifi- 
cate to an undertaker until the service on which 
the patient died has been contacted and every at- 
tempt has been made to secure consent for a 
necropsy. 


The death certificate is not given to the under- 
taker until he presents a properly executed affi- 
davit. 


The personal and statistical particulars are not 
filled in on the death certificate until the under- 
taker or the family have been interviewed so as 
to assure accuracy. An affidavit from the indi- 
vidual having custody of the body must be pre- 
sented before any changes are made in the per- 
sonal and statistical particulars. 


In the event that a body is unclaimed after a 
period of forty-eight hours, and attempts made to 
get in touch with relatives or friends have been 
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unsuccessful, in New York City there is a legal 
provision giving the superintendent the authority 
to order a necropsy on the body of a patient. It 
is our practice to wait seventy-two hours or longer 
before ordering such a necropsy. 


In cases with medicolegal implications, medical 
examiners’ forms are made out and the medical 
examiner’s office notified by telephone. One of 
the medical examiner’s forms, together with the 
transcript of death, becomes a part of the clinical 
record of the patient. 


Action of the Nurse in Regard to the Preparation 
of the Body 


In the preparation of the body, we insist that 
it be moved to an unoccupied room, space or loggia 
away from the sight of other patients. The pro- 
cedure followed by the nurse in preparing the 
body is as follows: 


She removes the top covers, with the exception 
of the top sheet; places a few shreds of cotton 
under the eyelids, if it is necessary; packs the 
rectum with non-absorbent cotton; bathes the 
body and applies clean dressings as necessary ; 
applies the diaper and fastens it with one safety 
pin; combs the hair and, if long, braids it in two 
braids; inserts artificial dentures; takes a piece 
of muslin bandage a few inches longer than twice 
the distance from the chin to the crown of the 
head; makes a two-inch lengthwise slit in the mid- 
dle, tears this bandage in half lengthwise from 
either end to a point about five or six inches from 
the center slit and places chin in slit; brings ends 
upward and ties at top of head. She attaches 
morgue tag (see Figs. 1 and 2) to right great toe, 
with all the information filled in, with the excep- 
tion of the address. The address is omitted to 
remove the temptation from morgue attendants to 
keep undertakers informed of addresses of recent 
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deaths for purposes of solicitation of the family. 
The nurse writes the history number in the space 
set aside for the address. 


She puts on the shroud and fastens it in the 
back. Before bringing the shroud up over the 
face and head, she protects the face with a square 
of absorbent cotton. She covers the body com- 
pletely with the shroud, tying it securely around 
the waist, the knees, and the ankles. (If the pa- 
tient is very large, two shrouds should be used.) 
She crosses the hands over the chest and ties them 
together. She makes sure that the nails are 
clean. She attaches the second morgue tag to 
wrists outside of the shroud, filled out in a man- 
ner similar to the first tag; covers the body with 
a sheet; removes the soiled linen, blankets, and 
equipment. If the records of the hospital do not 
show the name and address of a friend or relative 
to be notified, the nurse makes a notation on the 
mortuary tag: “No friends or relatives to notify.” 
She fills in the following information on the iden- 
tification card: name, age, nativity, date of death, 
ward, length of time in hospital, and religion. 


In the case of a newborn, the procedure is as 
follows: 


The nurse checks the identification bead neck- 
lace with the adhesive wrist band; removes bead 
necklace; bathes the body; inserts a small piece 
of non-absorbent cotton in the rectum; applies the 
diaper fastened with one safety pin; attaches one 
mortuary tag to the right ankle with all the in- 
formation properly filled in, including the history 
number; ties the wrists together with a bandage; 
wraps the body in a shroud; covers the head and 
ties the strings around the neck; tucks the sleeves 
of the shroud neatly around the body, folds the 
shroud over the feet and ties the ankles with a 
bandage; attaches the second mortuary tag to the 
ankles with a bandage. 
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In the case of a patient of Hebrew faith, the 
procedure outlined above is carried out with the 
following exceptions: 


The body is not bathed; the diaper is tied, a 
safety pin is not used; the hair is not combed; 
the hands are not crossed over the chest; the 
wrists are tied together with the arms at full 
length, and the finger or toe nails are not cut. 


In the event that the patient has a special nurse, 
we expect the special nurse to prepare the body, 
care for the valuables and property and accom- 
pany the body to the mortuary. On her return 
from the mortuary, she must clean and complete 
the patient’s unit before going off duty. 


Casts on patients who have died are removed 
by the ward orderly. Clamps, forceps, and other 
surgical instruments attached to the wound are 
removed by the nurse preparing the body and a 
clean dressing of one layer of clean gauze and one 
combine are applied to the wound. Drains in sur- 
gical wounds are left intact. The wound, how- 
ever, is covered with a clean dressing. Catheters, 
retention or otherwise, are removed by the nurse 
and a notation is made of such removal on the 
nurse’s notes and on the mortuary tag. Trache- 
otomy tubes are removed by the nurse preparing 
the body and the wound, closed with clean gauze 


-and adhesive dressing. Steinman pins, Kirschner 


wires or other types of surgical traction appli- 
ances are removed by the nurse and bass wood 
or other improvised splints are applied as needed. 
Ace bandages should be removed by the nurse or 
aide who prepares the body. However, if there 
is an extensive ulceration and it does not seem 
as if the bandage can be reclaimed, it should be 
allowed to remain in situ. Unna’s paste boots must 
be removed and the area covered with muslin 
bandage. Old dressings or ointments on burned 
areas or other large ulcerative areas are removed 
by the nurse or assistant and a clean gauze dress- 
ing applied. 


Notification of the Clergy 


The Catholic priest is notified at once of the 
death of any Catholic patient who dies before he 
has received Extreme Unction. The minister or 
rabbi is usually not notified of the death of a 
patient unless a special request has been made to 
that effect. 


It is a doctrine of the Catholic Church that any 
person, preferably a Catholic, may administer the 
Sacrament of Baptism. In emergencies, when 
there is extreme danger of death, when time may 
not permit the arrival of the priest, the intern 
or nurse may administer the Sacrament of Bap- 
tism by pouring clean water on the head of the 
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child (if the head cannot be reached, then on any 
other part) and while pouring the water say: “I 
baptize thee in the name of the Father, and of the 
Son and of the Holy Ghost.” 


Removal of the Body to the Mortuary 


When the body is all prepared, it should be ex- 
peditiously removed to the mortuary. The mor- 
tuary carrier is brought to the point where the 
body has been prepared by the orderly on duty 
on that ward. The supervisor usually assigns a 
second orderly to assist with the body when it is 
ready for removal. The two orderlies transport 
the body to the mortuary and the nurse accom- 
panies them. The body must be removed from 
the ward as soon as it is prepared. 


The following is the procedure for communi- 
cable disease cases: 


In the case of a child, the ambulance orderly 
dons gown; the nurse drapes orderly’s arms with 
a clean sheet; the nurse dons gown and places 
body in orderly’s arms; the nurse scrubs hands, 
removes gown, scrubs hands again, and folds the 
clean sheet over the body, tucking in the ends; 
the nurse pins mortuary tag to outside of clean 
sheet; the orderly carries body to ambulance and 
accompanies body to mortuary; the ambulance 
driver or mortuary attendant removes mortuary 
tag and removes clean sheet from body; the or- 
derly places body in mortuary box, contagious di- 
vision; the orderly scrubs hands and removes 
gown, folding the gown with the clean side out. 
He takes the gown and the sheet back to the com- 
municable disease unit. 


In the case of an adult, the ambulance orderly 
will be assisted by another orderly, porter or by 
the ambulance driver. Both must be gowned. 
They bring ambulance stretcher and a clean sheet ; 
the orderlies place body on stretcher; the nurse 
covers the body with clean sheet, tucking in the 
ends, and pins mortuary tag to outside of clean 
sheet; the orderlies remove gowns, scrub hands 
and put on clean gowns; the orderlies carry body 
to the ambulance and accompany body to the mor- 
tuary. They proceed as outlined above for place- 
ment of body in mortuary compartment. They 
scrub hands, remove gown, take gown and sheet 
back to the communicable disease unit. 


Property of Deceased Patients 


When the patient is pronounced dead, the ward 
charge nurse takes all property and valuables in 
his possession, no matter how insignificant they 
may seem, and lists them on the nurse’s notes 
and affixes her signature. In the event that the 
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patient has a special nurse, this is done by the 
special nurse. The special nurse then turns the 
property over to the ward charge nurse, who 
checks it against the list made by the special 
nurse and countersigns the notes. The valuables 
and property are then placed in a paper bag and 
taken by the charge nurse to the admitting unit, 
where they are turned over to the responsible 
nurse in that unit. 


If the valuables, such as rings, cannot be re- 
moved from the patient, a note to that effect is 
made on the nurse’s notes and a notation of this 
is later made in the proper column of the mortu- 
ary register. 


On receipt of the bag containing the valuables 
and property, the admitting nurse lists all articles 
in the space provided for that patient in the pa- 
tients’ property and clothes book. The admitting 
nurse then affixes her signature in the property 
and clothes book and this signature is witnessed 
by the nurse delivering the property to the ad- 
mitting nurse. The property and valuables are 
then placed in the safe in the admitting office, 
pending the arrival of the property clerk. 


The property clerk checks the property and val- 
uables: belonging to the deceased patient when 
making his regular pick-ups in the admitting 
ward. He countersigns the receipt and makes a . 
notation of the date and time. He then enters all 
property and valuables belonging to the deceased 
patient on the proper records in the property 
office. 


The only property that is permitted to be given 
to the family is the wedding band, false teeth, or 
religious tokens which may be needed for the 
burial of the patient. Such items may only be 
released by the property clerk. All other valu- 
ables and property are only released upon order 
from the public administrator or from the county 
treasurer if the patient is a non-resident of the 
City of New York. 


The clothing of the deceased patient is turned 
over to the nearest relative of the patient or to 
the undertaker upon proper identification pre- 
sented to the responsible nurse in the admitting 
unit. Clothes must be signed for in the clothes 
book. . The following exceptions are rigidly en- 
forced: 


The clothing of deceased patients, where there 
are medicolegal implications such as criminal vio- 
lence, are turned over to a representative of the 
medical examiner or to the Police Department 
upon proper identification. 


One week after the death of a patient, if the 
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clothes of the deceased have not been claimed 
and the patient is not a medical examiner’s case, 
the clothes room attendant sends to the nearest 
relative a notice reading as follows: 





Date 
Please be advised that the clothes of 





¢ (name of patient) 
who died in this hospital on have not 
(date of death) 





been claimed. 
Upon your failure to respond within two months after 


date of death, the clothes will be turned over to the Social 
Service Department. 





Queens Genera] Hospital. 


In the event a patient dies in the ambulance on 
the way to the hospital, the ambulance surgeon 
brings the body directly to the mortuary. He 
turns over the ambulance slip to the admitting 
clerk and notifies the admitting physician. He 
writes a statement of the facts pertaining to the 
case, including the medication given, on the his- 
tory form. The admitting physician makes a 
superficial examination of the body in the mor- 
tuary and also writes a statement on the history 
sheet, giving all the facts in the case and his find- 
ings. The admission clerk relays the following 
information on the teletype machine: date, time, 
name, address, age, sex, color, nativity, religion, 
civil condition, died in transit. The case does not 
receive a hospital number and the patient is not 
considered as an admission or death chargeable to 
the hospital. When the information clerk receives 
the teletype information, he proceeds with the no- 
tification as in the case of an ordinary death. The 
ambulance slip and history sheet carrying the no- 
tation of the ambulance surgeon and admitting 
physician are sent to the office of the medical 
superintendent, who notifies the medical exam- 
iner. The body is searched in the mortuary by 
the nurse in charge of admissions for valuables 
and money, in the presence of a mortuary care- 
taker and police officer. She proceeeds with the 
valuables and money the same as in the case of an 
admission to the hospital. 


The important point in a death in transit is to 
notify the family as in the case of an ordinary 
death. Before a rigid procedure of this sort was 
instituted, it was not uncommon for friends and 
relatives to appear on visiting day to visit the pa- 
tient while the body lay unclaimed in the mor- 
tuary. 


When a patient dies in the admitting office, the 
case is considered as an admission and a death. 
The patient is given a hospital number. It is a 
question in my mind whether the same thing 
should not be done for a death in transit, since 
the ambulance may very well be considered as a 
floating part of the hospital. 
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When a patient dies in the operating room, the 
body is prepared in the operating suite by an op- 
erating room nurse or orderly assigned by the 
operating room supervisor. The body is not taken 
back to the ward but is removed to the mortuary 
from the operating room. Upon notification of 
a death in the operating room, the ward charge 
nurse fills out the death notice and the procedure 
is the same as in the case of a death on the ward. 
All deaths under unusual circumstances, including 
deaths in the operating room, are investigated 
by a member of the executive committee of the 
medical board and the results of the investigation 
reported to the medical board. Members of the 
executive committee act in the capacity of investi- 
gators in rotation. 


When a death occurs in the plaster room, x-ray 
division, radiation therapy, physiotherapy or in 
any diagnostic unit, the body is returned to the 
ward and the body prepared there and all the 
action taken as in a death on the ward. 


In the event of a death in the out-patient de- 
partment, the body is moved to a vacant clinic 
room, the police department and the office of the 
medical examiner notified by the physician in 
charge of the out-patient department, and permis- 
sion requested to remove the body to the mor- 
tuary. The nurse in charge of the out-patient 
department calls the nurse in charge of admission, 
who searches the clothes for valuables and money 
in the presence of the nurse in charge of the out- 
patient department and a police officer. In order 
to safeguard the valuables and money, they are 
taken care of in the usual way as in the case of 
patients admitted to the hospital. The clothes 
are not removed from the body and, when in- 
structed to do so by the medical examiner, the 
body is removed by the mortuary division. Med- 
ical examiners’ forms are made out by the office 
of the medical superintendent. No information 
relative to this death appears on the hospital tele- 
type. The death is not chargeable to the hospital, 
as the patient was never admitted to the hospital. 
The physician in charge of the out-patient depart- 
ment asks the information clerk of the hospital to 
call the police department to notify the family 
of the patient. There is no other form of notifi- 
cation in the case of a death in the out-patient 
department. 


In the event of the death of a visitor to the 
hospital, the medical superintendent is notified 
immediately, the body is not disturbed unless in 
view of patients, in which case it is moved to the 
nearest space free from observation. The medical 
superintendent, his assistant, or the night super- 
visor notifies the police department and the med- 
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ical examiner’s office. The body is moved to the 
mortuary by the mortuary division on order of 
the medical examiner. The police department is 
responsible for the notification of the family of 
the visitor. 


Procedure in Regard to Stillbirths 


In the City of New York, the law requires that: 
“No foetus of any period of uterine gestation 
should be interred or disposed of in any other 
manner without a permit therefor having been 
obtained from the Department of Health, such a 
permit to be granted upon the presentation of a 
proper return.” This means that a stillbirth cer- 
tificate must be made out for every foetus, no 
matter what its period of uterine gestation, even 
for a foetus before it reaches the period of via- 
bility (the twenty-sixth to the twenty-eighth 
week). The consensus of opinion is that a child 
is to be considered a living infant if it has been 
completely delivered, the cord severed and inde- 
pendent respirations established. From a legal 
viewpoint, an infant who begins to breathe after 
its expulsion from the vagina, but ceases to 
breathe before the cord is severed, is considered 
stillborn. A stillbirth certificate is filled out by 
the intern and the body is prepared in the usual 
way. Stillbirths or monstrosities of any type can- 
not be kept for museum purposes except if a no- 
tarized authorization is obtained from both par- 
ents. This authorization is sent to the office of 
the medical superintendent, from which office a 
request is forwarded to the Department of Health 
for consent to keep the stillbirth in the institution 
for museum purposes. When the Health Depart- 
ment gives its assent to this request, they send a 
burial permit which is attached to the clinical rec- 
ord of the mother. The medical superintendent 
then authorizes the pathologist to keep the still- 
birth for museum purposes. Post mortems on still- 
births are only performed when corsent is ob- 
tained in the usual manner from the parent or 
parents of the foetus. 


Action in the Mortuary 


The body of the dead patient, properly prepared, 
is brought to the mortuary accompanied by the 
nurse and orderlies. The nurse gives the identifi- 
cation card to the morgue keeper, who makes the 
necessary entries in the so-called “Call Book” un- 
der the following headings: date, time, location of 
call, nature of call, call received from, brought in 
by, date, time and remarks, and in the “Day Book” 
under the headings: index number, time, name of 
the deceased, age, nativity, where the body was 
received from, compartment number, whether cer- 
tificate or permit has been issued, claimed by, 
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date, whether or not the body is going to the city 
cemetery, whether or not there was a necropsy, 
and remarks. In the Day Book the entries are 
numbered in rotation monthly, starting with num- 
ber one each month. The nurse signs her name 
in the Call Book under the heading: “Brought in 
by.” The morgue keeper then fills out the com- 
partment card with the following information: 
name, received from, date, and compartment num- 
ber. The body is then placed in the compartment 
and the compartment card put on the door. 


In medical examiner’s cases the procedure is the 
same with the addition that the morgue keeper 
makes the necessary entries in the medical exam- 
iner’s book under the headings: date, name of de- 
ceased, name of medical examiner assigned to case, 
place of death and compartment number. 


If the body is clothed when brought into the 
mortuary, the clothing is not removed unless re- 
quested by the medical examiner, and when such 
a request is made, the clothes are removed, listed, 
and tagged and put away until either claimed by 
the undertaker, Police Department or the office of 
the district attorney. The clothes of homicide 
cases are not turned over to the undertaker unless 
or until a release has been obtained from the Po- 
lice Department or the office of the district at- 
torney. 


Procedure Where Consent for Necropsy Is 
Obtained 


In the case where consent for necropsy has been 
obtained, the approved, signed slip is sent by the 
office of the medical superintendent to the morgue 
keeper, who makes entries in the book provided 
for that purpose under the following headings: 
number (in rotation for the year), date, name of 
deceased, name of pathologist, permission granted 
by, adult or child. A notation reading “Post” is 
also made in the Day Book, and in the remarks 
column a notation is.made whether the necropsy 
is by consent or by authorization of the medical 
examiner or a forty-eight hour consent. Imme- 
diately after making the entries in the necropsy 
book, the body is placed upon the table in the 
necropsy room, the shroud is removed, the wrist 
tag is removed and placed on the right big toe of 
the body, and the pathologist is notified. After the 
necropsy has been completed, the body is sutured 
and washed by the mortuary caretaker; the toe 
tag is placed back on the wrist and the body is 
placed in the compartment by the mortuary man 
awaiting disposition by the undertaker. 


Procedure for Claiming a Body by the Undertaker 


The undertaker obtains the death certificate 
from the office of the medical superintendent after 
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presentation of a properly executed affidavit. He 
gets the removal permit from the Department of 
Health and presents it to the mortuary caretaker 
in order to get the body. Every precaution is nec- 
essary at this point to avoid giving the wrong 
body to the undertaker. A record is made by the 
mortuary caretaker on the reverse of the compart- 
ment card of the removal number, the cemetery, 
the undertaker, the address, the individual taking 
care of the remains and his address. The under- 





taker makes the proper notation in the under- 


‘taker’s receipt book and the mortuary caretaker 


fills in the date and time of removal. The wrist 
and leg tags are removed from the body before 
turning it over to the undertaker and these, with 
the compartment card, are filed away for future 
reference if necessary. The personnel of the mor- 
tuary in their relations with the undertaker and 
the family of the deceased should maintain the 
highest standards of decorum and decency. 





_—<>—__ 


National Hospital Day Awards 


In outlining the committee procedures for mak- 
ing the 1938 awards to the two hospitals staging 
the best programs for National Hospital Day ob- 
servance, Chairman Albert G. Hahn says: 


It has rightly been said, “Don’t make excuses, 
make good.” Results are what count and it is 
the intention of the National Hospital Day Com- 
mittee to carefully examine the reports of hospi- 
tals sent in from all parts of the United States 
and Canada and then select the most outstanding 
winner in the cities of less than fifteen thousand 
and one in cities of more than fifteen thousand. 
The American Hospital Association will present 
two engraved certificates of award to the hospi- 
tals selected by the national committee composed 
of the following: 


Albert G. Hahn, Chairman, Dr. Harvey Agnew, 
Thomas F. Clark, Graham L. Davis, H. G. Fritz, 
Rev. Edw. F. Garesche, Mrs. Albert G. Hahn, 
Maxwell Hahn, Clarence C. Hess, M. Ray Kneifl, 
Dr. M. T. MacEachern, Ray F. McCarthy, Sister 
Mary Reginald, Sister M. Stephen, Sister Mary 
Immaculata, Alden B. Mills, Veronica Miller, G. 
W. Olson, Meta Pennock, Dr. T. R. Ponton, Mary 
M. Roberts, Sister Rose Marie, Homer F. Sanger, 
Rev. Alphonse M. Schwitalla, Leonard Shaw, Rev. 
Clinton F. Smith. 


Winners of the Parke, Davis & Co. trophy for 
the best publicity on National Hospital Day will 
be selected by this committee also. But the plans 
for this year do not stop with selecting the win- 
ners on Monday morning, September 26, on Mon- 
day night a surprise will be announced when the 
presentation is made publicly. 


Then, most important, the state and provincial 
Hospital Day chairmen and the members of their 
committees who planned the observance of the 
day in their respective states for 1938 will meet 
for breakfast on Tuesday morning, September 27, 
Baker Hotel, 8:00 a. m. The state presidents 
have been contacted for the name of their 1939 
chairmen who will also be invited to attend this 
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meeting as well as the members of the national 
committee to hear plans and receive inspiration 
for the 1939 observance. 


Just as California and New York will present 
to the world a fair of international significance, 
the American Hospital Association is desirous of 
presenting to the public the needs, advantages, 
and what the hospital actually means to each and 
every community in North America. Therefore, 
Florence Nightingale’s birthday has been set 
aside as the one day in the year when all hospitals 
can work together in planning an educational pro- 
gram that will definitely strengthen the position 
of the hospital in the minds of the public.” 





Carolina Aero Club Stages a Benefit 
for Hospitals 


Probably the first air show that was ever staged 
for the benefit of a hospital was put on by the 
Carolina Aero Club at Charlotte, North Carolina, 
for the Charlotte Memorial Hospital. It was a 
real air circus which attracted an attendance of 
thousands of people, and climaxed a convention 
of the Aero Club in that city. Some of the fore- 
most stunt and speed aviators in the country 
participated in the air circus. The Charlotte 
Junior Chamber of Commerce aided the Aero 
Club in putting on the show. 





Fort Worth Methodist Hospital Receives 
Endowment of $600,000 


The Fort Worth Methodist Hospital, Fort 
Worth, Texas, which will be renamed the Harris 
Memorial Hospital, in memory of the late Wil- 
liam H. Harris, father of the new director, Dr. 
Charles H. Harris, has received an endowment 
of $600,000. The endowment gift includes the 
Harris Clinic and Hospital valued at $200,000; 
notes totaling $153,000 held against the hospital 
by Dr. Harris, and a $250,000 to $500,000 share 
in the Harris estate at his death. Under the 
terms of the gift, the hospital is restricted from 
encumbering itself financially for fifty years. 
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Fortieth Annual Convention of the American 






Hospital Association 


DALLAS, TEXAS, SEPTEMBER 26 TO 30, 1938 


1899, the American Hospital Association will 
bring hospital people from all over the United 
States and Canada in annual convention. 

For almost four decades, it has served the hos- 
pital field and interests and has promoted good 
hospital care. The Association dedicates its pro- 
gram to the study and development of better 
hospital facilities; to the extension of our hos- 
pital system to the end that every person in the 
United States and Canada may have the advan- 
tages of good hospital and medical care. 

The program of the convention has been con- 
structed carefully, to afford time and opportunity 
to present the discussion of policies and plans 
that are in process of development and with which 
all hospitals are deeply concerned. 


Every phase of hospital planning, administra- 
tion, and control has been assigned an important 
place on the program. 

In its entirety the program has been built 
around the patient and the care which can be 
provided for him. Plant maintenance and oper- 
ation, professional care and institutional service, 
medical records and hospital libraries, the diet 
kitchen and the pharmacy, and every division 
which contributes to the satisfactory operation 
of the hospital as a unit of service to the sick 
have their respective sections. 

Of special interest is the Small Hospital Sec- 
tion. Its chairman has arranged a program of 


F:: the fortieth year since its organization in 


unusual value to the small hospital administrator 
and personnel. The subjects, particularly well 
selected, will be discussed by administrators who 
have devoted their professional lives to the direc- 
tion of the small institution. 


Government policies, as related to the health, 
hospitalization, and welfare of the people will be 
brought prominently before the convention. 
Among the eminent authorities who are advising 
the government in its social security and health 
program and who will appear upon the program 
are: Katharine Lenroot; Arthur J. Altmeyer; 
R. A. Vonderlehr, M.D.; Ruth Tartakoff; Joseph 
W. Mountin, M.D.; V. M. Hoge, M.D.; Jessie M. 
Bierman, M.D.; and Michael M. Davis. 

The Trustee Section under the chairmanship of 
the Hon. David H. Skillman, president of the 
Board of Easton Hospital, Easton, Pennsylvania, 
has arranged an ideal program for the Tuesday 
evening session and a round table for Wednesday 
morning. 

The Hon. Pat Neff, former governor of Texas, 
and president of Baylor University, will be the 
guest orator at the annual banquet. Mr. Neff has 
no superior as an orator, thinker, and phil- 
osopher. 

The annual ball on Wednesday evening follow- 
ing the banquet, the barbecue on Thursday eve- 
ning, and the golf tournament on Wednesday fea- 
ture the social and recreational events on the 
week’s program. 


THE CONVENTION PROGRAM 


DIETETIC SECTION 
Monday, September 26—9:00 A. M. 


JOHN E. DAUGHERTY HALL 


Chairman: Angeline Phillips 
University of Nebraska Hospitals 
Omaha, Nebraska 
Secretary: Mrs. Gladys E. Silkey 
Firmin Desloge Hospital 

St. Louis, Missouri 


I DIETARY SUPERVISION AND SERVICE IN HOSPI- 
TALS IN SMALL COMMUNITIES 


1 Standpoint of Hospital Superintendent 
Helen Branham, Superintendent 

North Mississippi Community Hospital 
Tupelo, Mississippi 
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2 Standpoint of Dietitian 
Mabel Gladin, Dietitian 
North Mississippi Community Hospital 
Tupelo, Mississippi 


DISCUSSION 


Robert Jolly, Superintendent 
Memorial Hospital, Houston 


II SIGNIFICANT NUTRITIONAL DEVELOPMENTS TO 
BE CONSIDERED IN INSTITUTIONAL FOOD 
SERVICE 

John Herr Musser, M.D. 

Department of Internal Medicine 

Tulane University, New Orleans 








Council 





Michael M. Davis, Ph.D., Chairman 
Council on Public Education 





John R. Mannix, Chairman 
Council on Association Development 











Chairmen 


R. C. Buerki, M.D., Chairman 
Council on Professional Practice 





Donald C. Smelzer, M.D., Chairman 
Council on Hospital Planning and 
Plant Operation 


Basil C. MacLean, M.D., Chairman 
Council on Administrative Practice 





Claude W. Munger, M.D., Chairman 
Council on Government Relations 





Frank Van Dyk, Chairman 
Council on Hospital Care Insurance 
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DISCUSSION 
Rose Richter, Dietitian 
Methodist Hospital, Dallas 


III EQUIPMENT 

1 Modern Dishwashing for Institutions 
Elizabeth Atkerson, Chief Dietitian 
Parkland Hospital, Dallas 

2 Selection and Maintenance of Institu- 

tional Equipment 

Thelma Streit, Business Manager 
Scottish Rite Dormitory 
Austin, Texas 


IV SATISFACTION AND ECONOMY IN PERSONNEL 


FEEDING 
e Marie L. Hines, Director of Dietetics 
University Hospitals, Cleveland 


DISCUSSION 
E. M. Dunstan, M.D., Medical Superintendent 
Dallas City-County Hospital System 
Dallas, Texas 


V PERSONNEL RELATIONSHIPS 
1 Employee Training 
Mary E. Smith, Dietitian 
Memorial Hospital, Houston 
2 A Suggested Procedure of Routine Health 
Examinations for Hospital Employees 
Lucius R. Wilson, M.D., Superintendent 
John Sealy Hospital, Galveston 


ADJOURNMENT 


PHARMACY SECTION 
Monday, September 26—2:00 P. M. 


INGERSOLL BOWDITCH HALL 
Chairman: Worth L. Howard 
The City Hospital of Akron 
Akron, Ohio 


FUNCTION AND SCOPE OF HOSPITAL PHARMACIES 
Lewis E. Jarrett, M.D., Director 
Medical College of Virginia 
Hospital Division, Richmond 


GENERAL DISCUSSION 


EDUCATIONAL STANDARDS AND PERSONNEL 
R. M. Porter, Assistant Administrator 
The City of Hospital of Akron 
Akron, Ohio 


GENERAL DISCUSSION 


THE PLACE OF PHARMACY IN THE EDUCATION OF 
THE NURSE 
Sister M. Adelaide, Pharmacist 
St. Elizabeth’s Hospital, Youngstown, Ohio 


GENERAL DISCUSSION 
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TO WHAT EXTENT SHOULD HOSPITAL PHARMACISTS 
MANUFACTURE 
J. Solon Mordell, Pharmacist 
Syracuse University Hospital of the Good 
Shepherd, Syracuse, New York 


GENERAL DISCUSSION 


SHOULD THERE BE AN ASSOCIATION OF HOSPITAL 
PHARMACISTS? 
Russell H. Stimson, Pharmacist and 
Director of Out-Patient Department 
Huron Road Hospital, Cleveland 


GENERAL DISCUSSION 6 


ADJOURNMENT 


GENERAL BUSINESS SESSION 
Monday, September 26—2:00 P. M. 


CONVENTION AUDITORIUM 
HENRY ADAMS ROWLAND HALL 


Presiding: Rev. John W. Barrett, Vice-President 
CALL TO ORDER 


THE HOSPITAL OF THE FUTURE 
E. H. Lewinski-Corwin, Ph.D. 
Public Health Relations Committee 
New York Academy of Medicine 
New York City 


THE RELATION OF HOSPITAL SERVICE TO A NA- 
TIONAL HEALTH PROGRAM 
Arthur J. Altmeyer 
Chairman, Social Security Board. 
Washington, D. C. 


VOLUNTEER SERVICE FOR WOMEN’S AUXILIARIES 
Mrs. John G. Benson 
White Cross Guild 
Methodist Episcopal Hospital 
Indianapolis, Indiana 


STUDY OF RURAL HOSPITALS 
V. M. Hoge, M.D. 
United States Public Health Service 
Washington, D. C. 


REPORT OF THE BOARD OF TRUSTEES 
Rt. Rev. Msgr. M. F. Griffin, Trustee 
Cleveland, Ohio 

TREASURER’S REPORT 
Asa S. Bacon, Treasurer 
Presbyterian Hospital, Chicago 


REPORT OF COMMITTEE ON CONSTITUTION AND 


RULES 
Arthur C. Bachmeyer, M.D., Chairman 
University of Chicago Clinics, Chicago 


PRESENTATION OF RESOLUTIONS 
ADJOURNMENT 
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Sectio Officers 
& 
David B. Skillman, Chairman 
Trustees’ Section 
James W. Manary, M.D., Chairman Mabel W. Binner, R.N., Chairman 
Public Hospital Section Children’s Hospital Section 
Angeline Phillips, Chairman 
Dietetic Section 
Fred M. Walker, Secretary -_ 
Public Hospital Section Winifred Culbertson, R.N., Secretary 
Children’s Hospital Section 
| 
Oliver G. Pratt, Chairman 
Small Hospital Section y 
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PRESIDENT’S SESSION 
Monday, September 26—8:00 P. M. 


BALLROOM, ADOLPHUS HOTEL 
Presiding: Robert E. Neff, F.A.C.H.A., President 
INVOCATION 


The Reverend George W. Truett, D.D., LL.D. 
Pastor, First Baptist Church of Dallas 
President, Baptist World Alliance 


ADDRESS OF -WELCOME 


Walter F. Woodul 
Lieutenant-Governor of Texas 


ADDRESS OF WELCOME 


His Honor George A. Sprague 
Mayor of the City of Dallas 


ADDRESS OF WELCOME 


Mrs. Josie M. Roberts 
President, Texas State Hospital Association 
Methodist Hospital, Houston 


ADDRESS OF WELCOME 


E. W. Bertner, M.D. 
President, Texas State Medical Association 
Fort Worth 


MUSICAL SELECTIONS 


PRESIDENT’S ADDRESS 
Robert E. Neff, F.A.C.H.A. 


INDUCTION OF PRESIDENT-ELECT 
G. Harvey Agnew, M.D., F.A.C.H.A. 
Department of Hospital Service 
Canadian Medical Association, Toronto 


MUSICAL SELECTIONS 


PRESENTATION OF GAVELS TO THE PRESIDENTS OF 
STATE AND PROVINCIAL ASSOCIATIONS 
Robert E. Neff, President 


CONFERRING OF NATIONAL HOSPITAL DAY AWARDS 
Albert G. Hahn, Chairman 
National Hospital Day Committee 
The Deaconess Hospital, Evansville 


ADJOURNMENT 


TUBERCULOSIS SECTION 
Tuesday, September 27—9:00 A. M. 


ANNA T. MCCANN HALL 
Chairman: M. Pollak, M.D. 
Peoria Municipal Tuberculosis Sanitarium 
Peoria, Illinois 
Secretary: Bernard S. Coleman 
Tuberculosis Committee 
New York City Tuberculosis Association 
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THE ROLE OF THE SANATORIUM IN VOCATIONAL RE- 
HABILITATION OF THE TUBERCULOUS 
Holland Hudson, Director 
Rehabilitation Service 
National Tuberculosis Association 
New York City 


DISCUSSION 


SANATORIUM ADMINISTRATION 
B. W. Black, M.D., Medical Director 
Alameda County Institutions 
Oakland, California 


DISCUSSION 


CONTINUITY OF CARE IN TUBERCULOSIS 
Harold Guyon Trimble, M.D. 
Visiting Chief, Tuberculosis Service 
Alameda County Institutions, Oakland 


DISCUSSION 


THE ROLE OF THE GENERAL HOSPITAL IN THE CON- 
TROL OF TUBERCULOSIS 
H. E. Kleinschmidt, M.D. 
Director, Health Education 
National Tuberculosis Association 
New York City 


DISCUSSION 


STANDARDS AND SPECIAL TRAINING IN TUBERCULO- 
SIS NURSING 
M. Pollak, M.D., Medical Director 
Peoria Municipal Tuberculosis Sanitarium 
Peoria, Illinois 


DISCUSSION 
ADJOURNMENT 


OUT-PATIENT SECTION 
Tuesday, September 27—9:00 A. M. 


CONVENTION AUDITORIUM 
HENRY ADAMS ROWLAND HALL 


Chairman: Langdon T. Crane, M.D. 
Harper Hospital 
Detroit, Michigan 


COMMUNITY PLANNING FOR COMPLETE MEDICAL 
RELIEF SERVICE IN CLINICS 
Frank E. Wing, Director 
The Boston Dispensary 
Boston, Massachusetts 


INTER-RELATIONSHIP OF OUT-PATIENT AND HOSPI- 
TAL SERVICE 
John V. Lawrence, M.D., Director 
Washington University Clinics 
St. Louis, Missouri 


METHODS OF EVALUATION OF MEDICAL TREATMENT 
IN CLINICS 

Frederick MacCurdy, M.D., Superintendent 

Vanderbilt Clinics, New York City 














William S. McNary, Chairman 
Purchasing Agents’ Section 


M. Pollak, M.D. Chairman oN Bernard S. Coleman, Secretary 
Tuberculosis Section < Tuberculosis Section 


Mrs. Jewell W. Thrasher, Secretary 
Small Hospital Section 


S. Frank Roach, Chairman " T. Joseph Hogan, Secretary 
Mechanical Divisions of Mechanical Divisions of 
Hospital Operation Section Hospital Operation Section 


C. C. Hess, Secretary 
Purchasing Agents’ Section 
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ROUND TABLE—HEALTH INSURANCE OR WHAT 


NEXT? 
Michael M. Davis, Leader 
Chairman, Committee on Research in 
Medical Economics 
New York City 
ADJOURNMENT 


SECTION ON MECHANICAL DIVISIONS OF 
HOSPITAL OPERATION 


Tuesday, September 27—9:00 A. M. 
JOHN E. DAUGHERTY HALL 


Chairman: S. Frank Roach 
Jersey City Medical Center 
Jersey City, New Jersey 
Secretary: T. Joseph Hogan 
Buffalo General Hospital 
Buffalo, New York 





FACTORS INVOLVED IN THE HOSPITAL FUEL PROB- 
LEM, FROM A NON-TECHNICAL FOUNDATION OF 
UNDERSTANDING, AS PRESENTED BY: 

1 Oil 
G. Harvey Porter 
Oil Burner Institute 


2 Soft or Bituminous Coal 
C. A. Reed 
National Coal Association 

3 Hard Coal 
Hobart L. Littell 
The Anthracite Institute 


These presentations will be along conventional 
lines, wherein each speaker will advance pertinent 
data — operating factors— performance char- 
acteristics—and costs, as a guide to obtaining 
greater values in such use. 


It is a well established fact that from an aver- 
age background of experience set up as a crite- 
rion, it is seldom found that more than a sixty- 
five per cent efficiency is in practice in many hos- 
pital power plants; therefore, it is advisable to 
get a grasp on this situation from the offering 
made on this occasion. 


THE MECHANICAL DIVISION OF HOSPITAL OPERA- 
TION AS IT RELATES TO THE ADMINISTRATOR’S 
PROBLEM 

Fraser D. Mooney, M.D. 

President, New York State Hospital 
Association 

Buffalo General Hospital, Buffalo 


THE HOSPITAL LAUNDRY SERVICE PROBLEM FROM 
THE ADMINISTRATOR’S VIEWPOINT 
George O’Hanlon, M.D. 
Medical Director, Medical Center 
Jersey City, New Jersey 
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GENERAL SUMMARIZATION OF ENTIRE PROGRAM 
FROM THE ADMINISTRATOR’S VIEWPOINT 

Donald C. Smelzer, M.D., Chairman 

Council on Planning and Plant Operation 

American Hospital Association 

Medical Director, Graduate Hospital 

University of Pennsylvania, Philadelphia 


ADJOURNMENT 


ROUND TABLE OF TUBERCULOSIS SECTION 
Tuesday, September 27—2:00 P. M. 


ANNA T. MCCANN HALL 
Chairman: M. Pollak, M.D. 
Peoria Municipal Tuberculosis Sanitarium 
Peoria, Illinois 
Secretary: Bernard 8. Coleman 
Tuberculosis Committee 
New York City Tuberculosis Association 


WHAT SHOULD BE INCLUDED IN THE ANNUAL RE- 
PORT ; 
Emil Bogen, M.D., Director of Research 
and 
Edwin S. Bennet, M.D., Medical Director 
Olive View Sanatorium 
Olive View, California 


DISCUSSION 


THE ROLE OF SOCIAL SERVICE IN THE TUBERCULOSIS 
SANATORIUM 
E. L. Mariette, M.D. 
Medical Director, Glen Lake Sanatorium 
Oak Terrace, Minnesota 


DISCUSSION 
ADJOURNMENT 


NURSING SECTION 
Tuesday, September 27—2:00 P. M. 


CONVENTION AUDITORIUM 

HENRY ADAMS ROWLAND HALL 
Chairman: Olga Breihan 
Baylor University Hospital 
Dallas, Texas 
Secretary: Marguerite E. Ruffing 
St. Paul’s Hospital 
Dallas, Texas 


NURSING PROBLEMS AND THEIR SOLUTION 
1 From a Superintendent of Nurse’s View- 
point 
Sister Antonia, R.N.B.S. 
St. Paul’s Hospital, Dallas 
2 From a Hospital Administrator’s View- 
point 
Robin C. Buerki, M.D. 
Chicago, Illinois 
























Elizabeth T. Mills, Chairman 
Social Service Section 


Emanual Giddings, M.D., Chairman 
Session on Hospital Internships and 
Residencies 


Worth L. Howard, Chairman 
Pharmacy Section 


E. J. Henryson, Secretary 
Hospital Care Insurance Section 


Eleanor G. Hall, Secretary 
Social Service Section 


Joe R. Clemmons, M.D., Secretary 
Hospital Planning Section 
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PUBLIC HEALTH NURSING 
Emily Robson 
Visiting Nurses’ Association 
St. Louis, Missouri 


ACCREDITATION—WHAT IT HOPES TO ACCOMPLISH 
Clara Quereau 
Committee on Accrediting 
National League of Nursing Education 
New York City 


ADJOURNMENT 


PURCHASING AGENTS’ SECTION 
Tuesday, September 27—2:00 P. M. 


JOHN E. DAUGHERTY HALL 
Chairman: William S. McNary 
University of Colorado School of Medicine 
and Hospitals, Denver 
Secretary: . Clarence C. Hess 
Methodist Hospital 
Indianapolis, Indiana 


I FUNDAMENTALS OF PURCHASING 
1 Relationship of the Purchasing Agent to 
the Superintendent and Department Heads 
John G. Benson, D.D., Superintendent 
Methodist Hospital, Indianapolis 


2 Relationship between the Purchasing 
Agent and the Salesman 
George U. Wood, Superintendent 


Peralta Hospital, Oakland 


SPECIFIC PURCHASING PROBLEMS 

1 Intravenous Solutions 
A. J. Hockett, M.D., Superintendent 
Touro Infirmary, New Orleans 


The Sealed Bid System 

J. B. H. Martin, Administrator 

Indiana University School of Medicine and 
Hospitals, Indianapolis 


Wax and Soap 

Ray Amberg, Superintendent 
Minnesota General Hospital 
Minneapolis, Minnesota 


III REPORT OF THE COMMITTEE ON SIMPLIFICA- 
TION AND STANDARDIZATION OF HOSPITAL FUR- 
NISHINGS, SUPPLIES, AND EQUIPMENT 

L. M. Arrowsmith, Chairman 
St. John’s Hospital, Brooklyn 


SECRET SINS OF SANITATION (MOTION PICTURE) 
E. L. Penfrase 
Copper and Brass Research Association 
New York City 


ADJOURNMENT 
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ORTHOPEDIC CLINICAL DEMONSTRATION 
Tuesday September 27—2:00 P. M. 


Arranged by: 
Scottish Rite Hospital for Crippled Children 
Dallas, Texas 
1 OUT-PATIENT DEPARTMENT 
2 CARE OF PLASTER CASTS 
3 BRACE SHOP SCENE 


TRUSTEES’ SECTION 
Tuesday, September 27—8:00 P. M. 


BALLROOM, HOTEL ADOLPHUS 
Chairman: David B. Skillman 
Chairman, Board of Trustees 
Easton Hospital 
Easton, Pennsylvania 


ADDRESS 
The Honorable Hatton W. Sumners 
Member of Congress from Texas 


THE IMPORTANCE OF BEING EDUCATED FOR ANY JOB 
THAT ONE UNDERTAKES 
Freeman W. Bufford, Trustee 
Methodist Hospital, Dallas 


HOW A TRUSTEE CAN LEARN ABOUT HIS OWN HOS- 
PITAL 
E. B. Germany, Trustee 
Methodist Hospital, Dallas 


HOW A TRUSTEE CAN LEARN ABOUT HOSPITALS 
THROUGH THE ASSOCIATIONS—LOCAL, STATE, 
AND NATIONAL 

Carr P. Collins, Trustee 
Baylor Hospital, Dallas 


HOW A TRUSTEE CAN LEARN ABOUT HOSPITALS 
THROUGH PUBLICATIONS 
H. J. Curtis, Chairman 
Board of Managers 
Dallas City-County Hospital System 


ADJOURNMENT 


CHILDREN’S HOSPITAL SECTION 
Wednesday, September 28-——9:00 A. M. 
ANNA T. MCCANN HALL 


Chairman: Mabel W. Binner, R.N. 
Children’s Memorial Hospital 
Chicago, Illinois 

Secretary: Winifred Culbertson, R.N. 
Children’s Convalescent Home 
Cincinnati, Ohio 











Dallas Convention—General Arrangements 
Committees 


J. H. Groseclose, D.D., Chairman aaa Margaret E. Kennedy, Chairman 
Educational Exhibits ‘ Gadget Exhibit 


E. M. Dunstan, M.D., Chairman 
General Arrangements Committee 


George A. Schenewerk, M.D., 
P. M. Girard, M.D., Chairman : Chairman 
Clinical Demonstrations aul Entertainment—Banquet and Ball 


Bryce L. Twitty, Chairman 
Publicity and Commercial Exhibits 
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WHAT PROVISION IS BEING MADE TO TEACH THE 2 Ray Amberg, Superintendent 







PATIENT WHILE IN THE HOSPITAL Minnesota General Hospital 
Margaret A. Rogers, Superintendent Minneapolis, Minnesota 
Children’s Hospital of Michigan 3 Beatrice Hall, Medical Social Worker 
Detroit U. S. Children’s Bureau 





New York City 





DISCUSSION 
Margaret M. Ingersoll, Educational Director 
Children’s Memorial Hospital 
Chicago, Illinois 





ADJOURNMENT 






Luncheon: There will be a luncheon for medi- 






CONTROL OF INFECTION IN CHILDREN’S HOSPITAL cal social workers on Wednesday, September 28. 
Hugh Leslie Moore, M.D. Announcement of time and place will be made at 
Dallas, Texas Section meeting. 










DISCUSSION 
Harold T. Nesbit, M.D. 
Dallas, Texas 


SMALL HOSPITAL SECTION 
Wednesday, September 28—9:00 A. M. 


JOHN E. DAUGHERTY HALL 
ORTHOPEDICS, A CHALLENGE TO THE HOSPITAL AD- f 
MINISTRATOR Chairman: Oliver G. Pratt 


Mildred Riese, Superintendent Salem Hospital 
Orthopedic Hospital Salem, Massachusetts 










Los Angeles, California Secretary: Mrs. Jewell W. Thrasher, R.N. 
Frasier-Ellis Hospital 
DISCUSSION Dothan, Alabama 










ADJOURNMENT 
SAFEGUARDING THE PATIENT AGAINST UNNECES- 


SARY SURGERY—A PLAN TO SET UP REGIONAL 







SOCIAL SERVICE SECTION CONSULTATION SERVICE 
Wednesday, September 28—9:00 A. M. J. J. Golub, M.D., Director 
CONVENTION AUDITORIUM Hospital for Joint Diseases 







HENRY ADAMS ROWLAND HALL New York City 


Chairman: Elizabeth T. Mills 
University of Iowa Hospitals 
Iowa City, Iowa 








HOSPITAL CARE—INSURANCE IN RURAL AREAS 
Felix A. Grisette, Executive Director 
Hospital Saving Association of North 








Secretary: Eleanor G. Hall Carolina, Chapel Hill 
Douglas Smith Fund 
Chicago, Illinois PROBLEMS OF THE SMALL HOSPITALS OF CANADA 





W. S. Caldwell, M.D. 
Canadian Hospital Council 
Toronto, Canada 





SOCIAL ASPECTS OF RECENT GOVERNMENTAL 
HEALTH PROGRAMS AS RELATED TO HOSPITALS 
I Venereal Disease Control 
1 R. A. Vonderlehr, M.D. 
Assistant Surgeon General 
Division of Venereal Diseases 
United States Public Health Service 
2 Frederick MacCurdy, M.D. 
Superintendent, Vanderbilt Clinic 


N York Ci 
pice hind Charlotte, North Carolina 
3 Grace White assieted by 


Instructor i ™ Medical Social Work Miss Gilbert Muse, R.N., Superintendent 
Tulane University, New Orleans Burrus Memorial Hospital 






THE SMALL HOSPITALS OF THE SOUTH (AN AC- 
COUNTING DEMONSTRATION ) 
1 Professional Problems 
2 Administrative Problems 
Graham L. Davis, Office Manager 
The Duke Endowment 

















II Maternal and Child Health High Point, North Carolina 
1 Jessie M. Bierman, M.D. 
: Assistant Director ADJOURNMENT 
Maternal and Child Health Division 
Children’s Bureau All speakers will be available at the close of the 
U. S. Department of Labor formal meeting to answer any questions. 
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Joseph Schwait 
Educational Exhibits 





T. K. Johnston 
Publicity and Commercial Exhibits 








A. J. Schwenkenberg, M.D., Chairman 
Golf Tournament 





J. W. Hampton, Chairman 
Transportation 





P. M. Clauser 
Gadget Exhibit 


A. C. Seawell 
Entertainment—Banquet and Ball 





W. B. Carrell, M.D. 
Publicity and Commercial Exhibits 
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CLINICAL DEMONSTRATION 
ON 
GROUP HOSPITALIZATION 


Wednesday, September 28—2:00 P. M. 


Arranged by: 
Baylor University Hospital 
Dallas, Texas 


2:10 P. M. 
HOSPITALIZATION INSURANCE ORIGIN AND OPERA- 
TION 


2:30 P. M. 
PRE-OPERATIVE PREPARATION OF PATIENT 


3:00 P. M. 

CONSULTATION WITH SURGEON, INTERNIST, ANES- 
THETIST (FOR CHOICE OF ANESTHESIA) AND PRE- 
OPERATIVE MEDICATION 


3:30 P. M. 
METHODS OF ANESTHESIA INDUCTION 


HOSPITAL CARE INSURANCE 
Wednesday, September 28—2:00 P. M. 
ANNA T. MCCANN HALL 


Chairman: Frank Van Dyk 
Associated Hospital Service 
New York City 


Secretary: E. J. Henryson 
Group. Hospitalization, Inc. 
Washington, D. C. 


HOSPITAL CARE INSURANCE AND SOCIAL SECURITY 
Louis S. Reed 
Research Division 
Social Security Board 
Washington, D. C. 


HOSPITAL RESPONSIBILITY IN NON-PROFIT INSUR- 
ANCE PLANS 
Basil C. MacLean, M.D. 
Strong Memorial Hospital 
Rochester, New York 


ENGLISH HOSPITAL CONTRIBUTORY SCHEMES 


Frank Van Dyk 
Associated Hospital Service 
New York City 


REPORT OF COMMITTEE ON HOSPITAL SERVICE 
C. Rufus Rorem, Ph.D. 
Committee on Hospital Service 
American Hospital Association 


ADJOURNMENT 
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ADMINISTRATION SECTION 
Wednesday, September 28—2:00 P. M. 


CONVENTION AUDITORIUM 
HENRY ADAMS ROWLAND HALL 


Chairman: A. R. Hazzard 
Easton Hospital 
Easton, Pennsylvania 


Secretary: Bryce L. Twitty 
Baylor University Hospital 
Dallas, Texas 


THE RELATION OF HOSPITAL SERVICES TO COMPRE- 
HENSIVE PROGRAMS OF HEALTH AND MEDICAL 
CARE FOR MOTHERS AND CHILDREN 

Katharine- F. Lenroot, Chief 
Children’s Bureau 
United States Department of Labor 


PREVAILING RATIOS OF PERSONNEL TO PATIENTS IN 
HOSPITALS OFFERING GENERAL CARE 
Joseph W. Mountin, Surgeon 
and 
Elliott H. Pennell, Associate Statistician 
United States Public Health Service 


AN APPROACH TO THE HOSPITAL PERSONNEL 
PROBLEM 
James A. Hamilton, Superintendent 
New Haven Hospital 
New Haven, Connecticut 


COST STUDY OF NURSING SERVICE AND NURSING 
EDUCATION 
Blanche Pfefferkorn, R.N. 
Director of Studies 
National League of Nursing Education 
and 
Charles A. Rovetta 
University of Chicago 


HOSPITAL PATIENTS’ LIBRARIES 
Maria Rainey Foley, Librarian 
Gillette State Hospital for Crippled Children 
St. Paul, Minnesota 


ADJOURNMENT 


SECTION ON PLANNING AND PLANT 
OPERATION 


Wednesday, September 28—2:00 P. M. 


JOHN E. DAUGHERTY HALL 
Chairman: Lewis E. Jarrett, M.D. 
Medical College of Virginia 
Hospital Division 
Richmond, Virginia 
Secretary: Joseph R. Clemmons, M.D. 
Roosevelt Hospital 
New York City 














Olga M. Breihan, R.N., Chairman 
Nursing Section 


Jannette Hughes, R.N. 
Entertainment—Banquet and Ball 








Sister de Paul 
Accommodations for Catholic Sisters 


Mrs. Alma Rembert, R.N. 
Publicity and Commerical Exhibits 





Mrs. E. M. Dunstan 
Entertainment—Banquet and Ball 





Jane Meyers 
Educational Exhibits 
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AIR CONDITIONING 
Lucius R. Wilson, M.D. 
John Sealy Hospital, Galveston 


DISCUSSION 
A. J. Hockett, M.D. 
Touro Infirmary, New Orleans 


ADVANTAGES OF VERTICAL OVER HORIZONTAL IN 
HOSPITAL CONSTRUCTION 
James Govan 
Hospital Architect 
Toronto, Canada 


DISCUSSION 
Howard E. Bishop 
Robert Packer Hospital 
Sayre, Pennsylvania 


ACOUSTICS 
W. J. Hodge 
Johns-Manville Corporation 
New York City 


DISCUSSION 
Basil C. MacLean, M.D. 
Strong Memorial Hospital 
Rochester, New York 


RENOVATING AND REMODELING 
Mrs. Kate V. Tipping 
Touro Infirmary, New Orleans 


DISCUSSION 
Dewey Lutes 
Ravenswood Hospital, Chicago 


ADJOURNMENT 


BANQUET AND BALL 
Wednesday, September 28—7:00 P. M. 
BALLROOM, HOTEL ADOLPHUS 
Presiding: Robert E. Neff, F.A.C.H.A., President 


INVOCATION 


Most Reverend Joseph T. Lynch, D.D., LL.D. 
Bishop, Diocese of Dallas 


MUSICAL SELECTIONS 


CEREMONY OF THE GROUPING OF THE COLORS 
Bishop Charles C. Selecman, D.D., LL.D. 
Former President, Southern Methodist 

University 
Dallas, Texas 
Standard Bearers—Members of the 
American Legion, Dallas 


INTRODUCTION OF DISTINGUISHED GUESTS 


MUSICAL SELECTIONS 


September, 1938 


ADDRESS 
The Honorable Pat Neff 
President, Baylor University 
Dallas, Texas 


The annual ball for delegates and guests, under 
the direction of the Local Arrangements Com- 
mittee, will be held immediately following the 
conclusion of the banquet program. 


ROUND TABLE ON SMALL HOSPITAL 
PROBLEMS 


Thursday, September 29—9:00 A. M. 
JOHN E. DAUGHERTY HALL 


Chairman: Arden E. Hardgrove 
John N. Norton Memorial Infirmary 
Louisville, Kentucky 


PANEL DISCUSSION ON PUBLIC RELATIONS 
Thursday, September 29—9:00 A. M. 


ANNA T. McCANN HALL 
Leader: 
Michael M. Davis, Ph.D. 
Committee for Research in Medical 
Economics 
New York City 


PANEL DISCUSSION ON HOSPITAL CARE 
INSURANCE 


Thursday, September 29—9:00 A. M. 


CONVENTION AUDITORIUM 
HENRY ADAMS ROWLAND HALL 
Chairman: C. Rufus Rorem, Ph.D. 
Committee on Hospital Service 
American Hospital Association 


This meeting is primarily for the benefit of 
hospital administrators and trustees in commu- 
nities where non-profit hospital care insurance 
plans have not been established. The discussions 
will be opened with the following questions, and 
five-minute answers will be given by the desig- 
nated executives of plans approved by the Amer- 
ican Hospital Association. 


1 IS HOSPITAL INSURANCE PRACTICABLE IN A 
TOWN OF 15,000? 
G. W. Eutsler 
Kingsport, Tennessee 

2 HOW MUCH MONEY DOES IT TAKE TO START 
A PLAN? 
H. V. Maybee 
Wilmington, Delaware 

3 HOW MANY SUBSCRIBERS ARE NECESSARY TO: 
START A PLAN? 
Thomas Wood 
Akron, Ohio 
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4 CAN LABOR UNIONS, CREDIT UNIONS, OR 
FARM GROUPS BE ENROLLED? 
Donald Murphy 
Decatur, Illinois 

5 DO HOSPITALS LOSE ANY MONEY FROM PAR- 
TICIPATING IN PLANS? 
M. Haskins Coleman 
Richmond, Virginia 

6 DO DOCTORS OR PATIENTS TEND TO ABUSE 
THE PLAN? 
Edward Groner 
New Orleans, Louisiana 


OTHER SUGGESTED QUESTIONS: 

1 Is Pay-Roll Deduction Necessary? 

2 Who Is the Legal Guarantor of Benefits 
to the Subscriber? 

3 May Self-Employed Individuals Be En- 
rolled 

4 Can Benefits Be Obtained in Non-Partici- 
pating Hospitals? 

5 Can a Single Hospital Plan Succeed? 

6 Is the Non-Profit Feature Necessary? 


GENERAL DISCUSSION 
ADJOURNMENT 


CLINICAL DEMONSTRATION 
ON 
EMERGENCY ROOM TECHNIQUE 


Thursday, September 29—2:00 P. M. 
ANNA T. MCCANN HALL 


Arranged by: 
Parkland Hospital 
Dallas 
1 EQUIPMENT NECESSARY TO CARE FOR FRAC- 
TURED FEMUR 
USE OF LOCAL ANESTHESIA 
USE OF FLUOROSCOPE 
USE OF PORTABLE X-RAY 
USE OF OTHER EQUIPMENT WHICH SHOULD 
BE ON HAND IN EMERGENCY ROOM 
6 EMERGENCY TREATMENT OF BURN, POISON, 
LACERATION, AND SHOCK CASES 


PUBLIC HOSPITAL SECTION 
Thursday, September 29—2:00 P. M. 
CONVENTION AUDITORIUM 

HENRY ADAMS ROWLAND HALL 
Chairman: James W. Manary, M.D. 
Boston City Hospital 
Boston, Massachusetts 
Secretary: Fred M. Walker 
Duval County Hospital - 
Jacksonville, Florida 

SOCIAL SERVICE ADMITTING IN PUBLIC HOSPITALS 

Ruth Tartakoff 
Medical Social Consultant, Children’s Bureau 
United States Department of Labor 


ao ® W LD 
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DOMICILIARY CARE IN CONNECTION WITH MUNICI- 


PAL HOSPITAL SERVICE 
Walter S. Goodale, M.D. 
Superintendent, Buffalo City Hospital 
Buffalo, New York 


RELATIONSHIP OF PUBLIC HOSPITALS TO LOCAL 
HEALTH AGENCIES 
Graham L. Davis 
Office Manager, The Duke Endowment 
Charlotte, North Carolina 


PUBLIC HOSPITAL CONTROL 
1 Commission 
2 Commissioner 
James Hamilton 
Superintendent, New Haven Hospital 
New Haven, Connecticut 


DISCUSSION 
Russell H. Oppenheimer, M.D. 
Dean, Emory University 
Atlanta, Georgia 


THE PROBLEM OF THE TRAINING OF THE INTERN IN 
A MUNICIPAL HOSPITAL 
Nathan Smith, M.D. ’ 
Deputy Medical Superintendent 
Morrisania City Hospital, New York City 


ROUND TABLE COVERING ALL OTHER SUBJECTS 


ADJOURN MENT 


ROUND TABLE AND CLOSING SESSION 
Friday, September 30—9:00 A. M. 


ANNA T. MCCANN HALL 
Presiding: Robert E. Neff, F.A.C.H.A., President 


ROUND TABLE LED BY 
Robert Jolly 
Former President, American Hospital 
Association ( 
Memorial Hospital, Houston 
and 
Malcolm T. MacEachern, M.D. 
Former President, American Hospital 
Association 
American College of Surgeons, Chicago 


INTRODUCTION OF THE NEW PRESIDENT 
G. Harvey Agnew, M.D., F.A.C.H.A. 
Department of Hospital Service 
Canadian Hospital Association, Toronto 


INTRODUCTION BY DR. AGNEW OF NEW OFFICERS 
FOR 1938-1939 


UNFINISHED BUSINESS 
NEW BUSINESS 


ADJOURNMENT 
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American Protestant Hospital Association 





CLINTON F. SMITH, President 
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Greetings to the American Hospital Association: 


As President of the American Protestant Hospital Association, it is a 
distinct honor and a privilege to extend greetings to the membership and 
the friends of the American Hospital Association. A cordial relationship 
has existed between our Associations from the beginning and at the present 
time there is the greatest need for sound thinking, courageous convictions, 
and unified action by our organizations. 


The American Protestant Hospital Association has a definite place in 
the present scheme of hospitalization and faces situations peculiar and 
vital to its constituency. These problems shall be our major considera- 
tion. In planning the National Convention program this year the com- 
mittee has endeavored to avoid subjects which may be presented by the 
American Hospital Association. The committee chose the same city and 
the same time for the American Protestant Hospital Convention as the 
American Hospital Association Convention and is urging its membership 
to attend both Conventions. 


We believe that the Annual meetings of these Associations are inval- 
uable, offering new ideas, the demonstration of practical methods in hos- 
pitalization, and the solution for many vexing problems. : 


I congratulate the President and the membership of the American 
Hospital Association upon their progress and achievements during the past 
year. It is my sincere desire that this Convention may surpass all former 
ones in inspiration, applicable information, and stimulating friendships. 





Very sincerely yours, 


th tewd bith 


President, American Protestant Hospital Association. 
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American Protestant Hospital Association 
Eighteenth Annual Convention 


BAKER HOTEL, DALLAS, TEXAS, SEPTEMBER 23-24-25, 1938 
Convention Theme: The Mind and the Spirit of the Master Healer 


PROGRAM 


Friday, September 23, 1938 
6:00 P. M. 
DINNER—TRUSTEES OF THE AMERICAN PROTESTANT 
HOSPITAL ASSOCIATION 


7:00 P. M. 
REGISTRATION 
Evening Session 
Presiding: Clinton F. Smith, Admuinistra- 


tor, Grant Hospital, Chicago 
8:00 P. M. 

ASSOCIATION NIGHT—CRYSTAL BALL ROOM 
OPENING OF THE EIGHTEENTH ANNUAL CONVEN- 
TION OF THE A. P. H. A. 

INVOCATION 

Dr. C. Frank Brown 
Pastor of the First Presbyterian Church 
Dallas 
MUSIC 
Directed by Mrs. Dora B. Foster, Dallas 
ADDRESS OF WELCOME 
Dr. J. H. Groseclose, Superintendent 
. Methodist Hospital, Dallas 

RESPONSE: 

Dr. H. L. Fritschel, Superintendent 

Milwaukee Hospital, Milwaukee, Wisconsin 
RESUME OF THE YEAR’S WORK 

Clinton F. Smith, President 

American Protestant Hospital Association 

CHORUS FROM FIRST PRESBYTERIAN CHURCH CHOIR, 
DALLAS 

IDEAS AND IDEALS FOR THE NEW YEAR 

Bryce L. Twitty, President-Elect 
Superintendent, Baylor University Hospital 
Dallas 

VOCAL SOLO 


8:45 P. M. 
THE PROTESTANT HOSPITAL AND ITS PURPOSE 
Hon. George Mahon 
Congressman from Colorado, Texas 


BENEDICTION 


Saturday, September 24, 1938 
Morning Session 
Presiding: Rev. P. R. Zwilling, Vice Presi- 
dent, Superintendent, Evangelical Dea- 
coness Hospital, Saint Louis, Missouri 


REGISTRATION 
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9:00 A. M. 
MEDITATION—THE HEALING MINISTRY OF THE 
MASTER HEALER 
Rev. O. B. Maphis, Superintendent 
Bethany Hospital, Chicago 


9:15 A. M. 
THE PROTESTANT DENOMINATION AND ITS 
HOSPITALS 
Dr. N. E. Davis, Executive Secretary, Board 
of Hospitals, Homes and Deaconess Work of 
the M. E. Church, Columbus, Ohio 
MUSIC 
Directed by Robert Jolly, Superintendent 
Memorial Hospital, Houston, Texas 


THE PROTESTANT HOSPITAL AND METHODS OF 
APPEAL TO ITS CONSTITUENCY 
Asa S. Bacon, Superintendent 
Presbyterian Hospital, Chicago 


10:30 A. M. 
UNIQUE CHARACTERISTICS OF A CHURCH HOSPITAL 
Dr. John G. Martin, Superintendent 
St. Barnabas Hospital, Newark, New Jersey 


10:45 A. M. 
SUMMATION 
Guy Hanner, Superintendent 
Beth-E] Hospital, Colorado Springs, Colorado 


VIOLIN SOLO 
Mrs. Penn Riddle, Dallas 
Mrs. George Frysinger, Accompanist 


INTRODUCTION OF REPRESENTATIVES OF THE ADVER- 
TISING FIRMS 
Albert G. Hahn, Business Manager 
Protestant Deaconess Hospital 
Evansville, Indiana 


ADDRESS 
Lawrence Davis, President 
Exhibitors’ Association 
Walpole, Massachusetts 


11:00 A. M. 
ROUND TABLE CONFERENCE — PROBLEMS OF A 

CHURCH HOSPITAL 

Robert Jolly, Superintendent 

Memorial Hospital, Houston, Texas 

Arthur Calvin, Executive Manager 

Midway & Mounds Park Hospitals 

St. Paul, Minnesota 
















12:15 P. M. 
ADJOURN MENT 


12:30 P. M. 
LUNCHEON—PEACOCK TERRACE 
Presiding: Clinton F. Smith, President 


PIANO SELECTIONS 
Winfield Wilson 
Baylor University Hospital, Dallas 


BUSINESS SESSION 


INTRODUCTION OF VISITING GUESTS 


Afternoon Session 


Presiding: Dr. John G. Martin, Second Vice 
President 


2:30 P. M. 
MEDITATION—CHRIST THE GREAT HEALER IN MOD- 
ERN LIFE 
Dr. G. T. Notson, Superintendent 
The Methodist Hospital, Sioux City, Iowa 


2:45 P. M. 

THE ART OF VISITING THE SICK 
E. E. King, Superintendent 
Missouri Baptist Hospital 
Saint Louis, Missouri 


DISCUSSION 
Robert A. Nettleton, Superintendent 
Iowa Methodist Hospital, Des Moines, Iowa 


MUSIC 
R. E. Shepherd, Dallas, in charge 
Mrs. Della Shepherd, Dallas, at the piano 


3:15 P. M. 
OBSERVING THE NATIONAL HEALTH CONFERENCE 
Edgar Blake, Jr., Superintendent 
Methodist Episcopal Hospital, Gary, Indiana 
3:30 P. M. 
DISCUSSION — OUR MEMBERSHIP — UNSUSPECTED 
POSSIBILITIES ‘ 
A. G. Hahn, Superintendent 
Deaconess Hospital, Evansville, Indiana 
T. G. McGinty, Superintendent 
South East Missouri Hospital 
Cape Girardeau, Missouri 
3:45 P. M. 
ROUND TABLE—THE PUBLIC RELATIONS PROBLEM 
Alden Mills, Editor 
Modern Hospital, Chicago 
R. E. Heerman, Superintendent 
California Hospital, Los Angeles, California 


4:45 P. M. 
ADJOURN MENT 


Evening Session 


Presiding: Clinton F. Smith, President 


7:00 P. M. 
ANNUAL BANQUET—CRYSTAL BALL ROOM 


INVOCATION 
Dr. W. Marshall Craig, Pastor 
Gaston Avenue Baptist Church, Dallas 


MUSICAL ENTERTAINMENT 
INTRODUCTION OF DISTINGUISHED GUESTS 


“AMBASSADORS” 
Chorus from Booker T. Washington High 
School (Col.), Dallas 


RELATION OF THE AMERICAN HOSPITAL ASSOCIA- 
TION TO THE AMERICAN PROTESTANT HOSPITAL 
ASSOCIATION 

Robert E. Neff, President, A. H. A. 
Administrator, University Hospitals 
Iowa City, Iowa 


RELATION OF THE AMERICAN COLLEGE OF SURGEONS 
TO THE AMERICAN PROTESTANT HOSPITAL ASSO- 
CIATION 

Dr. Malcolm T. MacEachern, Associate Di- 
rector 
American College of Surgeons, Chicago 


VOCAL SOLO 
Mrs. Evelyn B. Mosier, Dallas 


RELATION OF THE AMERICAN COLLEGE OF HOSPITAL 
ADMINISTRATORS TQ THE AMERICAN PROTESTANT 
HOSPITAL ASSOCIATION 

Howard Bishop, President, A. C. H. A. 
Superintendent, Robert Packer Hospital 
Sayre, Pennsylvania 


PLAINSMEN QUARTET—DALLAS 
“Serenade”—from Student Prince 
“Temptation” 

“De Old Ark’s a Moverin’”— (Spiritual) 
“Goldmine in the Sky” 


ADDRESS 
Honorable William McCraw 
Attorney General of Texas 


INTRODUCTION AND INSTALLATION OF NEW OF- 
FICERS 


Sunday, September 25, 1938 


Morning Session 


Ladies of Convention in Charge 
9:30 To 10:15 A. M. 
INSPIRATIONAL SERVICE 
SONG LEADER 
Robert Jolly 


MEDITATION—SPIRITUALIZING OUR SOCIAL CON- 
TACTS 
Mrs. A. G. Hahn 


10:15 A. M. 
MORNING WORSHIP IN THE CHURCHES 
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Greetings to the American Hospital Association: 


As President of the National Association of Nurse Anesthetists I 
consider it a great privilege and honor to extend greetings to the American 
Hospital Association, and cordially welcome all its members and guests to 
the sixth annual meeting of the National Association of Nurse Anesthetists. 


We consider ourselves exceedingly fortunate to meet with the Ameri- 
can Hospital Association each year and feel much of our success is due to 
its ever guiding spirit of friendliness and helpfulness so generously ex- 
tended to us at all times. We are deeply grateful for the interest shown 
1n us and appreciate the harmonious relationship with the Association. 


The Association has helped us in promoting a better and more sympa- 
thetic understanding of our problems and through combined constructive 
efforts we hope to develop sound and effective plans for a better organi- 
zation. 


With the ever-increasing activities of our organization we hope that 
we may receive further guidance and help in the future as we have had the 
privilege to enjoy in the past. 


We believe in the past year a definite step for the betterment of the 
Association was made in establishing Headquarters of the National Asso- 
ciation of Nurse Anesthetists in Chicago and employing a full-time execu- 
tive secretary. 


We have come to realize the importance in organization work and the 
material benefits obtained by the interchange of ideas and the discussions 
of the varied phases allied to our profession which we hope to have greatly 
enriched through our meeting this year. 


Considering the great interest and enthusiasm displayed by our mem- 
bers during the past I am looking forward to a large representation from 
the National Association of Nurse Anesthetists to attend our annual meet- 
ing held concurrently each year with the American Hospital Association. 


I hope to have the privilege and pleasure to extend personally to the 
members of the National Association of Nurse Anesthetists greetings and 
a cordial welcome at our meeting in Dalias. 


Sincerely yours, 


President, The National Association of 
Nurse Anesthetists. 
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Sunday, September 25 
HILTON HOTEL 


10:00 A. M. 
MEETING OF THE BOARD OF TRUSTEES 


Monday, September 26 


9:00 A. M.—12:00 P. M. 
MEETING OF THE BOARD OF TRUSTEES 


1:30 P. M. 
SEPARATE JOINT MEETINGS OF THE BOARD OF TRUS- 
TEES WITH THE FOLLOWING COMMITTEES: 
Public Relations 
Publishing 
Educational 
Membership 
Revisions 


Tuesday Morning, September 27 
INGERSOLL BOWDITCH HALL, CONVENTION HALL 


General Session 
Presiding: Verna M. Rice, Mobile, Alabama 


9:30 A. M. 
INVOCATION 
The Reverend Floyd Poe 
Presbyterian Church, Dallas, Texas 


9:45 A. M. 
ADDRESS OF WELCOME 
The Honorable George A. Sprague 
Mayor of Dallas 


10:00 A. M. 
GREETINGS FROM THE AMERICAN HOSPITAL ASSO- 
CIATION 
Robert E. Neff 
State University of Iowa Hospital 
Iowa City, Iowa 


Business Meeting 
Presiding: Miriam G. Shupp, President 


10:15 A. M. 
REPORTS 

President 
Executive Secretary 
Treasurer 
Report of Standing Committees 
Appointment of Tellers 
New Business 


September, 1938 


Sixth Annual Meeting of the National Association 
of Nurse Anesthetists 


HILTON HOTEL, DALLAS, TEXAS, SEPTEMBER 26 TO 30, 1938 
PROGRAM 


Tuesday Afternoon, September 27 
INGERSOLL BOWDITCH HALL, CONVENTION HALL 
General Session 


Presiding: Jennie Houser, Memphis Gen- 
eral Hospital, Memphis, Tennessee 
2:00 P. M. 
SODIUM AMYTAL AND ETHER IN THYROIDECTOMIES 
L. E. Williford, M.D. 
Houston, Texas 
2:15 P. M. 
MY EXPERIENCE IN THE ADMINISTRATION OF 10,000 
ANESTHETICS 
Sister Mary Clementine 
St. Mary’s Hospital, Galveston, Texas 
2:30 P. M. 
HELIUM—ITS VALUE IN THERAPEUTICS AND ANES- 
THESIA 
Dorothy Lee 
Houston Clinic, Houston, Texas 
2:45 P. M. 
WATCHING THE CONDITION OF THE SPINAL ANES- 
THESIA PATIENT DURING OPERATION 
Howard DuPuy, M.D. 
Baylor University Hospital, Dallas, Texas 
3:00 P. M. 
OXYGEN THERAPY (illustrated) 
W. H. Potts 
Medical Arts Building, Dallas, Texas 
3:30 P. M. 
SODIUM PENTOTHAL IN MAJOR SURGERY 
Anne Beddow 
Norwood Hospital, Birmingham, Alabama 


Tuesday Evening, September 27 
7:00 P. M. 
BANQUET—THE DALLAS ATHLETIC CLUB 
INVOCATION 
INTRODUCTION OF GUESTS 
GUEST SPEAKER 
Laurence Melton 
Dallas, Texas 
MUSIC 


Wednesday Morning, September 28 


INGERSOLL BOWDITCH HALL, CONVENTION HALL > 


General Session 


Presiding: Hazel J. Peterson, Fairview Hos- 
pital, Minneapolis, Minnesota 
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10:00 A. M. 
ROUND TABLE—ORGANIZATION 
Virginia C. Godbey 
Norfolk General Hospital, Norfolk, Virginia 
DISCUSSION 
Gertrude L. Fife 
University Hospitals, Cleveland, Ohio 


11:00 A. M. 

NOVOCAINE POISONING IN AN INFANT SUCCESS- 
FULLY TREATED WITH INTRAVENOUS INJECTION 
OF EVIPAL SOLUBLE 

Alice M. Hunt, Ass’t Professor of Anesthesia 
Yale University School of Medicine 
New Haven, Connecticut 


11:15 A. M. 

NITROUS OXIDE ANESTHESIA 
Louise G. Halford 
Meharry College Hospital 
Nashville, Tennessee 


11:30 A. M. 
CYCLOPROPANE 
Osa M. Beck 
San Angelo Medical & Surgical Clinic 
San Angelo, Texas 


Wednesday Afternoon, September 28 
INGERSOLL BOWDITCH HALL, CONVENTION HALL 


General Session 


Presiding: Alice Barth, Youngstown Hos- 
pital, Youngstown, Ohio 


2:00 P. M. 
THORACIC SURGERY 
C. B. Carter, M.D. 
St. Paul’s Hospital, Dallas, Texas 


2:15 P. M. 
ANESTHESIA IN CARCINOMA OF THE LUNG 
John V. Goode, M.D. 
Dallas, Texas 


2:30 P. M. 
ANESTHESIA IN THORACIC SURGERY 
Olive Berger 
Johns Hopkins Hospital, Baltimore, Mary- 
land 
DISCUSSION 
Kathleen Sturgeon 
University Hospital, Ann Arbor, Michigan 


3:00 P. M. 
ANALGESIA IN OBSTETRICS 
G. Herbert Beavers, M.D. 
Methodist Hospital, Fort Worth, Texas 


3:15 P. M. 
ANESTHESIA IN OBSTETRICS 
Ione Wessinger 
Henry Ford Hospital, Detroit, Michigan 


3:30 P. M. 
ANESTHESIA IN ORTHOPEDICS 
C. F. Clayton, M.D., and Grace Richardson 
St. Joseph’s Hospital, Fort Worth, Texas 
3:45 P. M. 
POSTOPERATIVE PULMONARY CONDITIONS 
Azro T. Woods, M.D. 
Dallas Medical & Surgical Clinic 
Dallas, Texas 
Wednesday Evening, September 28 
7:00 P. M. 


BANQUET—AMERICAN HOSPITAL ASSOCIATION 
ADOLPHUS HOTEL 


Thursday Morning, September 29 
General Session 


INGERSOLL BOWDITCH HALL, CONVENTION HALL 
Presiding: Rose G. Donovan, Mt. Sinai 
Hospital, Philadelphia 


10:00 A. M. 
PANEL DISCUSSION 
RELATION OF THE ANESTHETIST TO THE HOSPITAL 
AND THE SURGEON 
Charles W. Flynn, M.D. 
Medical Arts Building, Dallas 


Bryce L. Twitty 
Superintendent, Baylor University Hospital 
Dallas 
DISCUSSION—TRAINING OF THE NURSE ANESTHE- 
TIST 
Hattie Vickers 
Vanderbilt University Hospital 
Nashville, Tennessee 


Frances Hess 
Long Island College Hospital 
Brooklyn, New York 

11:30 A. M. 


SIGHTSEEING TRIP 
Luncheon—Chapultepec Restaurant 


Thursday Afternoon, September 29 


INGERSOLL BOWDITCH HALL, CONVENTION HALL 
Presiding: Miriam G. Shupp, President 
2:00 P. M. 
REPORT OF STATE ACTIVITIES 
INFORMAL ROUND TABLE 
UNFINISHED BUSINESS 
REPORT OF TELLERS 
INTRODUCTION OF NEW OFFICERS 
Friday Morning, September 30 
9:00 A. M. 
CLINIC—BAYLOR UNIVERSITY HOSPITAL 
James T. Mills, M.D. 
Medical Arts Building 


9:30 A. M. 
MEETING OF THE BOARD OF TRUSTEES 
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HOWARD E. BISHOP, President 
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Fellows, Members and Friends of the American 
College of Hospital Administrators: 


Greetings! On to Dallas and to the Fifth Annual Convocation of the 
American College of Hospital Administrators! We hope a great many are 
planning to attend and that we may have the largest convocation the Col- 
lege has had. 


This has been a year of unusual growth for such a young organization 
and while the Credentials Committee have carefully weighed the qualifi- 
cations of each candidate, a larger class will be admitted to Fellowship, 
Membership, and Junior Membership at Dallas than in any previous year. 


The enthusiastic interest in the educational work which the College is 
doing and for which it was organized, has been a great inspiration to your 
officers and augurs well for the future of the A.C.H.A. Much of the bene- 
fit derived from educational work is intangible but there has been much 
accomplished which is tangible. Institutes for the benefit of present hos- 
pital administrators who feel the need of such refresher courses, have con- 
stituted a major part of the activity of the College and no doubt the coming 
year will see at least one new institute and perhaps more. Plans are being 
considered for evening survey courses in hospital administration for those 
administrators who live near universities where such courses may be pro- 
vided. The College has been asked for advice in connection with graduate 
courses in hospital administration, but thus far no additional courses other 
than the course at the University of Chicago have been made available. 


We take pardonable pride in A.C.H.A. News which beginning with 
January, 1938, became a monthly bulletin and has kept our membership 
posted on the progress of the College. The first issue of the Biographical 
Directory which the College published in January, has been found useful 
and fills a real need so that the Directory will be published: biennially in 
the future. 


We have used our best efforts to work with the various allied hospital 
organizations and we have been represented at most of the state and regional 
meetings. It is a pleasure to express our appreciation for the many 
courtesies which have been extended to Fellows and Members of the Col- 
lege at these meetings. 


Let me also express our appreciation to the American Hospital Asso- 
ciation for many favors and we are especially thankful for the privilege of 
office space in the American Hospital Association building. 


We have been most fortunate in the selection of Mr. Gerhard Hartman 
as Acting Executive Secretary. He has done a splendid job and through his 
ability to outline a definite program has been able to enlist the active help 
and support of a number of our Fellows and Members who have been glad 
to assist in furthering the work of the College. 


To all Fellows, Members, and Junior Members of the College, who by 
their advice, service, and encouragement have provided real progress, thus 
making my year as president successful for the College of Hospital Ad- 
ministrators, I extend my deep appreciation and thanks. It is my hope and 
expectation that the educational work of the College, under the direction 
of our new officers will, in a short time, greatly improve the standards of 
our profession of hospital administration, to the great benefit of both hos- 
pitals and administrators. 

Sincerely yours, 


m 


« ‘ 


President, American College of Hospital Administrators 
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Fifth Annual Meeting of the American College 
of Hospital Administrators 


HEADQUARTERS, HOTEL ADOLPHUS, DALLAS, TEXAS, SEPTEMBER 25-26, 1938 


ministrators will be of interest to all admin- 

istrators as well as to all Fellows, Members, 
and Junior Members of the college. Of particu- 
lar importance will be Dr. S. S. Goldwater’s talk 
on “The Place of the Hospital in the Nation’s 
Medical Economy” and the presentation of pre- 
liminary reports on “The Educational Content of 
the Administrative Internship” and “Training 
Programs for Hospital Executive Personnel,” by 
Dr. Claude W. Munger and Edgar C. Hayhow, 
respectively. 


To program of the College of Hospital Ad- 


Dr. Goldwater will speak at the Convocation 
after which will be held the President’s Reception 
for New Members. The preliminary reports will 
be presented at the Monday morning general ses- 
sion, which is open to all administrators. The 
presentation of these reports will be followed by 
a general discussion from the floor, so that all 
may benefit by the interchange of experiences 
and opinions. 


We cordially invite all administrators to attend 
this general session. 


PROGRAM 


Sunday, September 25 
10:00 A. M. 


HOTEL ADOLPHUS 


EXECUTIVE COMMITTEE MEETING 


ELECTION OF REGENTS, BY FELLOWS AND MEMBERS 
IN WHOSE REGIONS THE PRESENT REGENT’S TERM 
IS EXPIRING 


12:30 P. M. 


COLLEGE MEMBERSHIP BUSINESS SESSION 


Report of Executive Secretary-Treasurer 
Report of Nominating Committee 
Election of Officers 

Report on Election of Regents 

New Business 


ADJOURN MENT 


September, 1938 


7:00 P. M. 
ROOF GARDEN, HOTEL ADOLPHUS 


BANQUET AND CONVOCATION 
Invocation 
Introduction of Distinguished Guests 
Presentation of Newly-Elected Fellows, 

Members, and Junior Members 

Recital of Pledge 
Conferring of Fellowships and Memberships 
Conferring of Honorary Fellowships 


ADDRESS 
S. S. Goldwater, M.D. 
Commissioner Department of Hospitals 
New York City 
PRESIDENTIAL ADDRESS 
Robin C. Buerki, M.D. 


MUSIC 
ADJOURNMENT 


DANISH ROOM, HOTEL ADOLPHUS 


PRESIDENT’S RECEPTION FOR NEW MEMBERS— 
FOLLOWING BANQUET 


Monday, September 26 
10:00 A. M. 


CONVENTION AUDITORIUM 
GENERAL SESSION, OPEN TO ALL ADMINISTRATORS 


Presiding: Robin C. Buerki, M.D., President 
PRESENTATION AND DISCUSSION OF A PRELIMINARY 
REPORT, “THE EDUCATIONAL CONTENT OF THE 
ADMINISTRATIVE INTERNSHIP” 
Claude W. Munger 
Regent, The American College of Hospital 
Administrators 
PRESENTATION AND DISCUSSION OF A PRELIMINARY 
REPORT, ‘TRAINING PROGRAMS FOR HOSPITAL 
EXECUTIVE PERSONNEL” 
Edgar C. Hayhow 
Regent, The American College of Hospital 
Administrators 


ADJOURNMENT 


4:00 P. M. 


HOTEL ADOLPHUS 
EXECUTIVE COMMITTEE MEETING 
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F. L. Marvin, Secretary-Treasurer 


H. H. Leiter, Director vy _Fred J. Wilson, Director 


Edward Johnson, Trustee 


Elmer Noelting, Director - 2 Charles J. Coleman, Director 
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Hospital Exhibitors’ Association 


LAWRENCE DAVIS, President 
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To the Members and Guests of the American Hospital Association 


Greetings: 


In the history of the American Hospital Association 1938 is an im- 
portant milestone. This year you are meeting in annual convention for the 
fortieth time. Each year has seen some outstanding contribution to hospital 
administration developed or sponsored by your Association. As a member 
of the American Hospital Association you are playing an important part 
in the evolution in hospital administration that is taking place. 


Commercial organizations have kept pace with the evolution of im- 
proved hospital practices. Commercial. organizations have devoted large 
investments and countless hours to the improvement of things which they 
sell for hospitals. You are at the Dallas Convention to take part in discus- 
sions on hospital administration. You are also here to study the outstand- 
ing contributions made by industry during the past year to the successful 
operation of the hospital and to the ultimate better care of the patient. On 
the floor of the exhibit hall you will find much in the way of new and im- 
proved equipment to interest you. Your days at Dallas, if wisely planned, 
should permit an ample amount of time for visiting each exhibit on the 
convention floor. 


The Hospital Exhibitors’ Association, composed of almost one hundred 
concerns selling supplies or services nationally, takes great pride in its 
commercial-educational exhibit. The officers of your association have 
joined with us in making possible this outstanding 1938 exhibition. It is 
unusual and what it represents is so much a part of successful hospital ad- 
ministration that you, in your search for improved practices and proced- 
ures, Should visit and inspect each exhibit. 


The Hospital Exhibitors’ Association extends congratulations to the 
American Hospital Association. Hospital Exhibitors’ Association believes 
that for the American Hospital Association life is merely “beginning at 
forty.” If achievements of the last few years is a barometer, the American 
Hospital Association should rise to new heights of accomplishment each 
succeeding year. The Hospital Exhibitors’ Association extends a cordial 
welcome to you at this Dallas meeting. Converse freely with the repre- 
sentatives, many of whom come from headquarters to explain what the 
individual company has dene in developing new ideas, new thoughts, new 
equipment, for successful care of the patient. Hospital Exhibitors’ Asso- 
ciation represents conservatively over two thousand years of manufactur- 
ing and research experience. 


Please consider the commercial exhibit an important part of your busi- 
ness trip to Dallas. 


Very sincerely yours, 


fodder 


President, Hospital Exhibitors’ Association. 
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Exhibitors at the Dallas Convention 






September 26 to 30, 1938 


E WELCOME at our fortieth an- 
WY ms convention the commercial firms 
participating in this exhibit—one of the 
most complete and best arranged of all the ex- 


hibits which have been staged since they were 
first started in 1916, twenty-three years ago. 


Our members who attend the convention will 
be interested in knowing that of the one hundred 
forty-one exhibitors represented, thirteen of these 
firms have participated in our annual conventions 
for more than twenty years, twenty-five have 
participated from eighteen to twenty years, 
twenty-eight from eleven to fifteen years, thirty- 
four from six to ten years, and the remainder 
less than five years. They have contributed, in 
no small measure, not only to the support of the 
American Hospital Association and the better- 
ment of hospital service, but to the improvement 
of the care of the patient in the hospital. These 
firms have kept pace with every sound advance- 
ment in new equipment, purity and excellence of 
their supplies, high standards of their products, 


and their friendly relations to the hospital field. 
A visit through their exhibits at this convention 
has both a practical and an educational value. 


The exhibitors are deserving of all the courte- 
sies in the way of patronage, and good will, which 
our members and their institutions can give them. 
Their presence on this floor is a guarantee of the 
value of their products and the high plane upon 
which they maintain their business relationships 
with our institutions. 


Of the group represented in this exhibit, J. B. 
Lippincott Company and Horlick’s Malted Milk 
Company have exhibited continuously for the past 
twenty-three years; J. B. Ford Company, Frank 
A. Hall & Sons, and Meinecke & Company for 
twenty-two years; and the American Laundry 
Machinery Company, American Sterilizer Com- 
pany, Wilmot Castle Company, Holtzer-Cabot, 
Lewis Manufacturing Company, Simmons Com- 
pany, Becton-Dickinson & Company, and Scan- 
lan-Morris Company for twenty years or more. 


EXHIBITORS 

A SCE HEA ors is diets cn Gis, eee Sever wen ee Sta North Chicago, Ill. Armstrong Cork Products Co............. Lancaster, Pa. 
Pharmaceuticals Flooring and Acoustical Products 

Aluminum Cooking Utensil Co...... New Kensington, Pa. Aznoe’s Central Registry...........cceeee- Chicago, IIl. 
Cooking Utensils Placement Service 

American Hospital Supply Corp............ Chicago, Il. Bard-Parker OR ie so ec mes wR Danbury, Conn. 
General Hospital Supplies Detachable Blade Knives, Surgical Scissors 

American Journal of Nursing, The...... New York City Pe i ia a os cess saneeknes Bridgeport, Conn. 
Publication Casters 

American Laundry Machinery Co....... Cincinnati, Ohio Becton, Dickinson & Co............... Rutherford, N. J. 


Laundry Equipment 


American Machine & Metals Mfg. Corp., Troy Laundry 
MAGMINOEG “DIV ccie's bepcwes sca neleuess East Moline, Ill. 
Laundry Equipment 


American Rolling Mill Co............. Middletown, Ohio 
Stainless Steel 


American Safety Razor Corp............ Brooklyn, N. Y. 
Surgeon’s Blades 


Aa BUCHIEEE Ci 66. eons oP hice ces dy eens Erie, Pa. 
Sterilizers, Operating Room Equipment 


Ane CO: CAMOW Bie <i epee 6c ea vee wees Ludington, Mich. 
Hospital Wood Furniture 


Applegate Chemical Co.........c.ccecccees Chicago, Il. 
Indelible Ink Linen Marker 
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Thermometers, Syringes, Needles 


Wiskeuiea: @ Cau, Gs Bac aeick ss take yaw denen Chicago, Ill. 
Dishwashers, Potato Peelers 


Bitineten Cae RG s 6 og evnekcanddeucveceans Milton, Wis. 
Physiotherapy Equipment 


Bbeawe Ga. Pate css Hcascsceedeneocseneas Chicago, Il. 
General Hospital Supplies 


Castle Cai inc ccs ies ee cee, *,.Dallas, Texas 
Antiseptic Emulsion 


Cary Co Bain LS eis Kc dace eeeeianede Dallas, Texas 
Dental and Surgical Supplies 





Caprden @ Coit ons io ccs ciwdaacastas New York, N. Y. 
Laundry Supplies 
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Castle Co., Wilmot Rochester, N. Y. 
Sterilizers, Surgical Lights, Incubators 


Celotex Co., The Chicago, Ill. 


Acoustical Treatment Materials 


Cheney Chemical Co Cleveland, Ohio 


Anesthetics, Anesthesia Equipment 


Chick, Gilbert Hyde 
Fracture Equipment 


Chicago, III. 


Clark Linen Co 
Hospital Blankets, Linens, Draperies 


Coca Cola Bottling Co Dallas, Texas 


Beverage 


Colgate-Palmolive-Peet Co Jersey City, N. J. 


Soaps 


Collins, Inc., Warren E Boston, Mass. 
Respirators, Oxygen Tents, Metabolism Apparatus 


Colonial Woolen Mills Co Cleveland, Ohio 


Blankets and Yarns 


Colson Corp., The Elyria, Ohio 
Wheel Stretchers, Chairs, Trucks, Casters 


Colt’s Patent Fire Arms Mfg. Co Hartford, Conn. 


Dish and Silver Cleaning Machines 


Connecticut Tel. & Elec. Corp Meriden, Conn. 


Signal Systems, Interior Telephones 


Continental Hospital Service, Inc Cleveland, Ohio 


General Hospital Supplies 


Crane Co Chicago, IIl. 


Plumbing Fixtures 


Cube Steak Machine Co., 
Steak Machines, French Fry Cutters 


Boston, Mass. 


Cunningham Co., ‘The Chicago, IIl. 
Glass, Dish, and Bottle Washers and Sterilizers 


Cutter Lab 
Biologicals, Dextrose Solutions 


Berkeley, Calif. 


Davis Co., F. A 
Books 


Philadelphia, Pa. 


Davis & Geck, Inc 
Sutures, Germicides 


Brooklyn, N. Y. 


Denoyer-Geppert Co Chicago, Iil. 
Anatomical Models, Charts, and Skeletons 


De Puy Mfg: Co 
Splints and Fracture Appliances 


Warsaw, Ind. 


Detroi*. Steel _Products Co 
Steel Windows and Casements 


Detroit, Mich. 


Doehler Metal Furniture Co., Inc 
Metal Furniture 


New York, N. Y. 


Eastman Kodak.Co Rochester, N. Y. 
X-ray Supplies, Motion Picture Apparatus 


Eichenlaubs 
Hospital Furnishings and Equipment 


Pittsburgh, Pa. 
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Oakland, Calif. 


Eisele & Co Nashville, Tenn. 


Thermometers, Syringes, Needles 


Emerson, J. H Cambridge, Mass. 
Respirators, Oxygen Tents, Research Apparatus 


Faichney Instrument Corp Watertown, N. Y. 


Thermometers, Syringes, Needles 


Faultless Caster Corp Evansville, Ind. 


Casters and Wheels 


Finnell System, Inc Elkhart, Ind. 


Scrubbing and Polishing Equipment 


Ford Sales Co., J. B Wyandotte, Mich. 


Cleaning Materials, Germicides 


Foregger Co., Inc New York, N. Y. 
Anesthesia and Resuscitation Appliances 


General Electric X-ray Corp Chicago, Ill. 


X-ray and Physiotherapy Equipment 


Glasco Products Co Chicago, Il. 


Laboratory Glassware 


Goodyear Tire & Rubber Co., Inc Akron, Ohio 


Rubber Mattresses and Flooring 


Hall & Sons, Frank A New York, N. Y. 
Hospital Beds, Bedding, and Furniture 


Hamilton Rubber Mfg. Co Trenton, N. J. 
Mechanical Rubber Goods, Wainscoting 


Hanovia Chemical & Mfg. Co. Newark, N. J. 
Quartz Lamps 


Hard Mfg. Co Buffalo, N. Y. 


Beds and Bedding 


Hardy & Co., James G Chicago, Ill. 


Hospital Blankets, Linens, Draperies 


Herbst Corp., L. B Chicago, IIl. 


Hospital Furnishings and Equipment 


Hill-Rom Co., The..... Whe fiero:8y avers eee Batesville, Ind. 
Wood Hospital Furniture 


Hobart Mfg. Co Troy, Ohio 


Food Preparing and Serving Machines 


Holland-Rantos Co., Ine New York, N. Y. 


Waterproof Sheeting and Garments 


Holtzer-Cabot Electric Co., The Boston, Mass. 


Hospital Signal Systems 


Horlick’s Malted Milk Corp 
Malted Milk and Drink Mizers 


Racine, Wis. 


Horner Brothers Woolen Mills Eaton Rapids, Mich. 
Woolen Blankets, Sleeping Garments, and Yarns 


Hospital Equipment Corp New York, N. Y. 


General Hospital Supplies 


Hospital Liquids, Inc Chicago, IIl. 


Dextrose and Saline Solutions 


Hospital Management Chicago, IIl. 


Publication 
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Hospitals, The Journal of the American Hospital Asso- 
ciation Chicago, Ill. 
Publication 


Hospital Topics and Buyer Chicago, Ill. 


Publication 


Huntington Lab., Inc Huntington, Ind. 


Soaps and Soap Dispensers 


Inland Bed Co Chicago, Il. 


Beds, Mattresses, Metal Furniture 


International Nickel Co., Inc., The New York, N. Y. 


Monel Metal Products 


Invalid Easy Lift Mfg. Co., The Tyler, Texas 


Bed Appliances 


Johnson & Johnson, Inc New Brunswick, N. J. 
Surgical Dressings, Ligatures and Sutures 


Jones Metabolism Equipment Co Chicago, Ill 


Metabolism Apparatus 


Judd Co., Inc., H. L 
Cubicle Curtain Equipment 


New York, N. Y. 


Kellogg Co Battle Creek, Mich. 


Food Products 


Kent Co., Inc., The 
Floor Machines and Vacuum Cleaners 


Rome, N. Y. 


Kenwood Mills 
Blankets and Rugs 


Albany, N. Y. 


Lewis Co., Inc., Samuel New York, N. Y. 


Maintenance Supplies 


Lewis Mfg. Co 
Surgical Dressings, Sutures 


Walpole, Mass. 


Linde Air Products Co., The 
Oxygen 


New York, N. Y. 


Lippincott Co., J. B 
Books and Charts 


Macmillan Co., The 
Books 


Majors Co., J. A 
Books 


Philadelphia, Pa. 


New York, N. Y. 


Mallinckrodt Chemical Works 
General Prescription Chemicals 


Marvin-Neitzel Corp 
Garments for Hospital Personnel 


Mayer & Co., Walter H 
Linens 


McClure Co., E. H 
Physicians’ and Hospital Supplies 


McKesson Appliance Co Toledo, Ohio 
Anesthesia Apparatus, Metabolor Pumps 


Medical Bureau, The Chicago, IIl. 
Placement Service 


Meinecke & Co 
Surgical Supplies, Rubber Goods + 


Mennen Co., The 
Antiseptic Oil and Borated Powder 


New York, N. Y. 


Newark, N. J. 
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Midland Chemical Lab., Inc. | Dubuque, Iowa 


Cleaning Supplies, Hospital Equipment 
Modern Hospital, The Chicago, Il. 
Publication 
Nurse Placement Service Chicago, Ill. 
Placement Service 


Ohio Chemical & Mfg. Co Cleveland, Ohio 


Anesthetics and Anesthesia. Apparatus 


Oxygen Equipment Mfg. Co., Inc New York, N. Y. 


Oxygen Chambers and Tents 


Parke, Davis & Co Detroit, Mich. 
Pharmaceuticals and Chemicals, Surgical Dressings 


Pepper Co., Dr Dallas, Texas 


Beverage 


Chicago, Il. 


Petrolagar Lab., Inc : 
Emulsion of Mineral and Agar-Agar 


Physicians’ Record. Co Chicago, Ill: 


Hospital Records and Filing Devices 
Picker X-ray Corp., Waite Mfg. Div., Inc 
Cleveland, Ohio 
X-ray Equipment 


Prometheus Electric Corp New York, N. Y. 
Sterilizers, Operating Room Equipment 


Prosperity Co., Inc., The Syracuse, N. Y. 


* Laundry Presses 


Puritan Compressed Gas Corp 


Kansas City, Mo. 
Anesthetics and Oxygen ; 


Republic Steel Corp Cleveland, Ohio 


Stainless Steel 


Rolscreen Co Pella, Iowa 
Metal Rolling Window Screens 


Ross, Inc., Will Milwaukee, Wis. 
General Hospital Supplies and Garments 


Seanlan-Morris Co Madison, Wis. 
Sterilizers, Operating Room Equipment 


Columbus, Ohio 


Scientific Furniture 


Schwartz Sectional System Indianapolis, Ind. 
System for Filing Laboratory Supplies 


Seidel & Sons, Ad 
Gelatine Desserts and Dry Beverages 


Selig Co., The 
Disinfectants 


Sexton & Co., John 
Canned Foods and Gelatine Desserts 


Chicago, Ill. 
Atlanta, Ga. 
Chicago, Iil. 


Shampaine Aseptic Steel Furniture Co St. Louis, Mo. 


Aseptic Steel Furniture 
Sharp & Smith, Hospital Division, A. S. Aloe Co.... 


St. Louis, Mo. 
General Hospital Supplies 


Simmons Co Chicago, Ill. 


Beds, Bedding, Steel Furniture 


Southern Mills Products Co 
Garments for Hospital Personnel 


Chicago, Il. 
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Bai Ge Bone, in... sso. ccibacsedonten New York, N. Y. 
Biologicals, Fine Chemicals, Anesthetics 

i. | NTS CRE aE RE a AN ap Holland, Mich. 
Mattresses 

Standard Electric Time Co........... Springfield, Mass. 
Electric Clock and Signal Systems 

Standard Sanitary Mfg. Co............. Pittsburgh, Pa. 
Plumbing Fixtures 

CII PRY O05 i 5 5 6 ia Sines ode vee eed Chicago, Il. 
X-ray Equipment 

Stickley Bros. Corp... svecscccse's Grand Rapids, Mich. 
Hospital Wood Furniture 

ea ne ween mg gee er San Francisco, Calif. 
Apparatus for Drying Plaster Casts 

TAyIOr POGOe MATS, GO.e. 06s iodsccecesas Taylor, Texas 
Beds and Bedding 

ee 2 rr aie Fort Worth, Texas 
General Hospital Supplies 

DANOPRIOR TROUT a6 5.56. 6:6:0:6 5:6 010 00 He 8 Ge New York, N. Y. 
General Hospital Supplies 

U. S. Hoffman Machinery Corp......... New York, N. Y. 
Laundry Equipment 

Vestal Chemical Lab., Inc..........sese08 St. Louis, Mo. 
Floor Cleaning Compounds, Sanitary Supplies 

Wael “on ee Go. Bo... s cass ses nes New London, Ohio 
Nurses’ Capes and Berets 

West Disinfecting Co........... Long Island City, N. Y. 
Deodorants and Disinfectants 

Westinghouse X-ray Co., Inc...... Long Island City, N. Y. 
X-ray Equipment 

Wy min A 50, GS Dos ios cs n eevee te Philadelphia, Pa. 
Garments for Hospital Personnel 

Wilson Rapier. CO. THe oo sicc cin cece ce eeseg Canton, Ohio 
Rubber Gloves 

Wocher & Son Co., The Max............ Cincinnati, Ohio 


Scientific Furniture 





EDUCATIONAL EXHIBITORS 


American Association of Medical Social Workers, Chicago 


American College of Hospital Administrators, Chicago 
American College of Surgeons, Chicago 
American Dietetic Association, Chicago 
American Hospital Association Library, Chicago 
American Medical Association, Chicago 
American Nurses’ Association, New York City 
American Social Hygiene Association 
American Society of Clinical Pathologists, Registry of 
Medical Technologists, Denver, Colorado 
Association of Record Librarians of North America 
Catholic Hospital Association 
Committee on Accounting and Statistics, American Hos- 
pital Association 
Committee on Hospital Service—American Hospital Asso- 
ciation, Chicago 
Coordinated Health Agencies, Texas 
County and State Health, Texas 
Demonstration of Helium-Oxygen Treatment 
Demonstration of the Utilization of Liquid Oxygen and 
Liquid Air 
Departmental Exhibits—Arranged by Texas Committees 
Child Guidance 
Group Hospitalization 
Occupational Therapy 
Physiotherapy 
Psychiatry 
Tuberculosis (Adult) 
Tuberculosis (Children) 
Tumor 
Veneral Disease 
District Nurses’ Associ&tion, Dallas 
National Association of Nurse Anesthetists, Chicago 
National Executive Housekeepers’ Association, Lone Star 
Chapter 
National Hospital Day Committee, American Hospital 
Association 
National League of Nursing Education, New York City 
National Tuberculosis Association, New York City 
Texas Hospitals 
Crippled Children 
Bradford Memorial 
Freeman Memorial 
Texas State Nurses’ Association 





Internships 


Twenty states now require the medical grad- 
uate to serve an internship in an approved hos- 
pital before the granting of a license to practice 
medicine. Thirteen medical schools in the United 
States and four in Canada require such service 
before granting of the degree of M.D. 

Of all the hospitals in the United States only 
729 are approved for internship, and these offer 
a total of 7,372 internships, but due to the fact 
that some require eighteen months, two years, or 
even longer service there are actually only 5,510 
appointments available for the 5,194 medical grad- 
uates for 1938. 

The requirements of the American Medical As- 
sociation for approval of a hospital for internship 
are, first, that it have an average census of 75 
patients, and, second, that it admit not less than 
2,000 patients per year. Hospitals which desire 
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approval and meet the above requirements as to 
size of service are required to submit an applica- 
tion describing in detail their educational facili- 
ties, particularly as to staff, laboratory, patho- 
logical and radiological service, medical library, 
clinical records, clinical material, and proposed 
activities to be assigned to interns. If this is sat- 
isfactory, it is followed by an inspection and care- 
ful study of facilities. All of this data is then 
presented to the Council on Medical Education 
and Hospitals for action. 

Since there are more internships available than 
graduates of Class A schools, the hospital which 
for any reason cannot secure or does not desire 
approval is left the choice of selecting interns 
from unapproved schools, or, as some prefer, se- 
curing for a second year of service interns who 
have already served the required year in an ap- 
proved hospital. 
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Sixth Annual Institute for Hospital Administrators 


September 7-17, 1938, University of Chicago 


can Hospital Association has arranged with 

the cooperation of the University of Chicago, 
the College of Hospital Administrators, the 
American College of Surgeons, the American 
Medical Association, and the Chicago Hospital 
Council promises to be the largest in point of at- 
tendance in its five years’ history. As we go to 
press, 95 registrants have been accepted and the 
number will be over 100 by the time the Institute 
convenes on September 7. 


T= Sixth Annual Institute, which the Ameri- 


The program for this year’s Institute is re- 
plete with lectures, panels, and round tables on 
leading hospital problems, and field demonstra- 
tions at the hospitals in Chicago’s metropolitan 
area. 


There can be no better setting for the Institute 
than the beautiful campus of the University of 
Chicago. Here, Judson Court, with its dormi- 
tories, assembly rooms, and lecture halls, has been 
placed at the disposal of the Association for the 
period of the Institute. 


The Institute has been a success from the be- 
ginning. More than five hundred alumni of the 
Institute are holding responsible positions in the 
hospitals of this country and Canada, and a few 
are connected with institutions overseas. The 
Association and the organizations cooperating in 
the Institute take great pride in this contribution 
to the betterment of hospital administration. 


Aside from the busy two weeks of work and 
study, there will be ample opportunity for enter- 
tainment and recreation. The members of the In- 
stitute will enjoy the new contacts they make with 
other administrators and will renew their old 
friendships, as many of the members attend the 
Institute year after year. 


The Committee in charge has endeavored to 
arrange the Institute courses so they will be both 
stimulating and practical and meet the needs of 
every member, and each one may select for spe- 
cial attention problems or demonstrations in 
which he may be interested. 
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Forty Years After 


Almost forty years ago a group of hospital ad- 
ministrators convened in Cleveland and organized 
the American Hospital Association. As far as it is 
known now, not one of these men is living to see 
the great development of their purposes and ideas 
or to witness the wonderful advancement in hos- 
pital service to which the organization which they 
founded has contributed so great a part. 


The four decades have seen many changes in 
the hospital concept and developments. It has 
been four decades of extension of hospital care 
throughout the United States and Canada. Four 
decades of bringing hospital service to the towns 
and villages and rural communities to such a de- 
gree that less than two per cent of our people live 
at a greater distance than thirty miles from a 
well-conducted hospital. Four decades devoted to 
the improvement of medical, nursing, and admin- 
istrative care of the patient. 


For many years the American Hospital Asso- 
ciation worked alone. And then came into the field 
those fine organizations, and the people who com- 
posed them; the Catholic Hospital Association, 
the American College of Surgeons, the Protestant 
Hospital Association, and the College of Hospital 
Administrators; each organization giving to the 
other encouragement, counsel, moral support, and 
the finest cooperation. To no one organization 
more than to another is greater credit due, for 
each, according to its opportunities and within 
its respective sphere, gave the best it possessed 
in promoting good hospitals and good hospital 
care. Standing by and aiding constantly in every 
good way were the American Nurses’ Association 
and sister organizations of nurses. 


In no field of endeavor has greater progress 
been made than in the hospital field. The care of 
the sick is the bounden duty of those who are 
well, but it is better if the care is voluntary 
rather than provided by political divisions. It 
grows in value and it is infinitely more efficient 
if it is inspired by a love of service to humanity, 
rather than made mechanical through govern- 
ment control. Its benefits belong to those in the 
high, the low, and the middle estates, for no class 
distinction is made by those who serve in our 
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hospitals. Our hospitals have been a sacred trust 
handed down to the present generation from the 
people who first established them, they belong to 
the poor and the rich alike. They are our great- 
est heritage; as well as the finest manifestation of 
man’s humanity to man. 


— 


What Is Hospital Service? 


In the good old days of independent medical 
practice which a few doctors seem to want to 
bring back, the hospital was a place in which the 
only fully medically-trained person with whom 
the patient came in contact was his own physi- 
cian. Bed, board, and nursing in quiet, healthful 
surroundings, with some assistance occasionally 
from medical students or interns, were all that 
the physician and the patient expected the hos- 
pital to provide. 


As the science of medicine unfolded and the 
various adjunct facilities for diagnosis and ther- 
apy developed, these and the persons who operate 
and administer them have naturally become a 
component part of hospital service. As a conse- 
quence, the hospital has evolved into an institu- 
tion of great complexity, which places at the com- 
mand of the physician for the benefit of his pa- 
tient a number of specialists, who, in addition to 
medical education, have training in their specific 
fields. The resident physician has also become 
a necessity, and the larger hospital has found it 
desirable to have a sizable resident medical staff 
to assist the attending medical staff and to take 
care of emergency needs. 


That this evolution has proved advantageous 
for the patient, the lowered mortality rates in hos- 
pitals and the shortened periods of hospitalization 
conclusively prove. Medical science has concen- 
trated in one place for his benefit facilities and 
personnel, which, combined and coordinated, and 
subject to the direction of the attending physi- 
cian, multiply the latter’s powers to relieve illness 
and to cure disease. 


The fact that these specialists, that is, the 
radiologist, the pathologist, the anesthetist, the 
physical therapist, and other medically-trained 
workers, have entered the hospital organization 
as part of the hospital to render essential services 
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to the physician for his patient, and that they 
are frequently compensated on a salary instead 
of a fee basis, is arousing the fears of some mem- 
bers of the medical profession lest this practice 
become so widespread as to constitute the much- 
talked-about and ill-defined “corporate practice of 
medicine.” The issue has been precipitated by 
discussion of whether or not hospital insurance 
plans should include the various diagnostic and 
therapeutic services. The ultra-conservative fac- 
tion is contending that these should be subject to 
special fees, since they have no part in the service 
the hospital is legally authorized to provide. 


Clearly, the hospital is legally, morally, and 
scientifically justified in including among its ser- 
vices all the aid it can render the patient as long 
as it adheres in organization and operation to the 
rule that orders for treatment, whether by diet, 
drugs, radiology, physical therapy, or any other 
means, must emanate from the attending physi- 
cian. The radiologist, the pathologist, the anes- 
thetist, and other specialists on the hospital staff 
are subject to the orders of the attending physi- 
cian in providing the information and service 
which the physician may require for the diagnosis 
and treatment of his patient. Therefore, the hos- 
pital is not violating any law when it merely pro- 
vides a staff, however highly trained, which must 
be subordinate to a physician who assumes the 
general responsibility for medical treatment. 


This type of hospital organization has unques- 
tionably promoted efficiency and simplified proce- 
dures as far as both patients and physicians are 
concerned. The alternative which some groups 
are proposing of separate transactions between 
the patient and the various diagnostic and thera- 
peutic specialists, who would then not be consid- 
ered a part of the regular hospital service, seems 
to offer possibilities for all sorts of confusion and 
irregular practices. From the patient’s point of 
view, certainly there seems to be only disadvan- 
tage in the suggestion, and it is becoming clearer 
every day that in the practice of medicine and in 
the conduct of hospitals, no procedure will be tol- 
erated long that is not pivoted primarily upon 
that viewpoint. 


Simplification and coordination for the good of 
the patient are what the hospital has been striv- 
ing for, and if in so doing it has tended toward 
group medicine, so-called, then group medicine 
has merits which must be recognized. However 
much we may all. cherish independence and indi- 
vidualism, concessions have to be made to the 
value of cooperation as well, and it seems to be 
stretching the values of the first mentioned attri- 
butes too far to demand that the modern hospital 
release administration of the facilities and per- 
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sonnel that, as an integral part of its organization, 
have so materially increased its usefulness. The 
problems of the hospital would be tremendously 
complicated by separation of these departments, 
even if only a financial distinction were made. 
Hospital service includes every aid that can be 
rendered to the patient in the hospital, as pre- 
scribed by his physician, and the best plan of util- 
izing these aids is the one which most completely 
correlates them. The more thoroughly the hos- 
pital functions as.a unit, the better will the pa- 
tient be impressed and served. 


It is universally recognized that the hospital is 
a place where special facilities and personnel are 
so organized as to provide the physician, the sur- 
geon, and the specialist with every means possible 
to aid him in making an accurate diagnosis and 
rendering the most efficient care of the patient 
possible. It is an aggregation of facilities and 
personnel, organized to assist the physician in 
such a manner as he cannot obtain through his 
private office. The hospital is actually a means to 
an end where the modern physician practices 
medicine—not the hospital, as is erroneously be- 
lieved in some instances. Dr. S. S. Goldwater, 
Commissioner of Hospitals, New York City, in a 
recent article appearing in HOSPITALS, says, 
“The essence of medical practice is diagnosis and 
treatment. Hospital care divorced from diagnosis 
and treatment is inconceivable, but no institution 
can “diagnose, treat, operate, or prescribe.’ Mak- 
ing a diagnosis, or ordering or administering 
treatment, is a personal act. Medicine is prac- 
ticed in a hospital, never by a hospital.” 


The fear that the hospital is usurping control 
over medical practice is held only by those mem- 
bers of the medical profession who either do not 
understand how carefully hospitals are organized 
to prevent just such a condition, or whose com- 
petence or ethics are not high enough to entitle 
them to a permanent place on the staff of a good 
hospital. The control of the hospital over medical 
practice extends only far enough to cover the 
exercise of extreme care in selection of the mem- 
bers of its medical staff. By insisting upon the 
keeping of complete medical records and the reg- 
ular holding of medical staff conferences, the hos- 
pital has a constant check on results which it 
utilizes in making reappointments. 


When an orderly, workable system of coordi- 
nating all forces in the hospital to function as a 
unit in serving the patient has been developed, it 
would seem a backward step to disunite them be- 
cause any professional group feels its interests 
would be better served by a different arrange- 
ment. Hospitals were not founded nor are they 
organized to serve the hospital worker, but to 
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enable the worker best to serve the patient. In 
the final analysis, the interests of both are iden- 
tical, and the worker will also be best served by 
the hospital’s adherence to a policy of considering 
the patient first. 





Is There Need for More Hospital 
BedsP 


That two and two make four is an apparently 
incontrovertible fact. 


Two automobiles and two airplanes, however, 
do not make four of any one thing, so what be- 
comes of the incontrovertibility? 


Forty per cent of the counties of the United 
States—or 1,338 of them—contain no registered 
general hospital, it was declared at the National 
Health Conference held in Washington, July 18, 
19, and 20. That, too, is an apparently incon- 
trovertible fact from which it is reasonable to 
deduct that the nation is appallingly short of 
hospitals. 


But the American Medical Association, through 
an accurate geographical survey, has found that 
there is a registered hospital within at least thirty 
miles of 98.5 per cent of the population of the 
United States. What, therefore, is the signifi- 
cance of hospital-less counties? Are artificial 
boundaries drawn for purposes of local govern- 
ment, suddenly to be recognized as the proper 
determinants of the amount of any and all kinds 
of facilities in a country so integrated as ours? 


The counties which have no hospitals are prac- 
tically all to be found in the sparsely populated 
sections of the western states. Not all, however; 
Illinois has 22 of them. Kendall County, almost 
part of the metropolitan Chicago area, has no 
hospital of any kind. It is immaterial to the 
statistician that this very small county is sur- 
rounded by counties well supplied with hospitals, 
a few miles at most from its geographical center, 
and that one has only to cross a narrow strip of 
Will County to the east of it to reach Cook County 
with its wealth of hospitals. 


Even for emergency patients and for isolated 
inhabitants, fast trains, good roads, and modern, 
well-equipped ambulances are making the dis- 
tance in miles less important as year follows year. 


Before any plan of locating hospitals on a geo- 
graphical basis is seriously considered, a survey 
should be made of patients in hospitals to ascer- 
tain the number and proportion who selected the 
institution closest to their place of residence, and 
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also the mileage covered and the number of hos- 
pitals skipped on the way by those who chose the 
hospital for itself rather than for its geographical 
convenience. 


The Interdepartmental Committee to Coordi- 
nate Health and Welfare Activities, appointed by 
President Roosevelt in August, 1935, recom- 
mended to the conference that 360,000 beds in 
general, tuberculosis, and mental hospitals, in 
rural and urban areas, be provided, and that 500 
health and diagnostic centers in areas inaccessible 
to hospitals, be built within ten years at a total 
cost of $1,106,500,000, plus financial assistance 
for maintenance costs during the first three years 
of their operation, amounting to $177,000,000. 
The latter amount, and half of the construction 
costs, would be provided by Federal grants, and 
the balance by the states and local communities. 
It was stated that there is need for at least 500 
new hospitals of from 30 to 60 beds in areas 
largely rural in character. The recommendations 
were based on statistics gathered by the Technical 
Committee on: Medical Care. Among these was a 
figure showing that the median state has only 3.1 
general hospital beds per thousand population. 
The stated aim of the recommendations was to 
bring all state averages up to 4.5 general hospital 
beds per thousand. 


The reports of the committee show no support 
from any kind of survey or study for the setting 
of the figure of 4.5 beds per thousand as repre- 
senting the actual need. It appears that it is 
merely an arbitrary guess as to what would con- 
stitute adequate facilities. Before plans are made 
to proceed on a program in which such a definite 
aim has been set, would it not be wise to analyze 
all the factors which influence hospitalization, and 
to arrive at a hospital bed figure which would 
have a scientifically accurate foundation? 


There was a time when the number of beds per 
thousand population was higher than it is now. 
However, hospitalization is not one of those as- 
pects of our national life by which progress is 
demonstrated by proportionate expansion. Twenty 
or thirty years ago the average patient stayed in 
a hospital from 22 to 26 days; now he stays 10 to 
12 days. That sort of progress, resulting from 
speeding up of treatment, better diagnosis, better 
methods, development of specialties, and the ad- 
vance of scientific medicine and hospital care in 
general, has cut in half the average stay of pa- 
tients in the hospital, with, naturally, a reduction 
in the number of beds in proportion to population 
needed to accommodate the sick. Offsetting this 
reduction somewhat has been the trend toward 
greater use of hospital facilities resulting from 
crowded living conditions and also from increas- 





81 











ing desire to obtain the best possible care. This 
in turn is being counterbalanced by the growth of 
the preventive ideal—the health organizations of 
doctors, nurses, dentists, technicians, and others 
who are trying to keep people well or to get them 
to the hospital earlier for treatment. Illustrative 
of this preventive battle is the growth of out-pa- 
tient departments in conjunction with hospitals 
in the United States. Twenty years ago such de- 
partments cared for 8 to 10 million visits a year; 
now these visits have mounted to 36 million. The 
out-patient departments and other means of treat- 
ing ambulatory patients or those being cared for 
at home, tend to reduce the need for hospital beds. 


The committee accords bare mention to the fact 
that there are many vacant beds in the hospitals 
we now have. The 1937 average shown in the 
American Medical Association survey was 180,112 
idle beds in all hospitals of all types; of these 
69,869 were in governmental hospitals and 
110,203 in non-governmental hospitals. The com- 
mittee takes no cognizance whatever in its recom- 
mendations of factors of natural growth, but the 
association shows a gain of 27,827 beds during 
the year, which is consistent with the average 
growth for the past 29 years. In ten years, there- 
fore, an addition of some 280,000 beds might be 
expected without the impetus of any planned, co- 
ordinated program. 


The 138 general hospitals reported by the asso- 
ciation as added in 1937 were described as chiefly 
small general hospitals in rural districts. This 
indicates that workers in and for hospitals are 
aware of the need for and are not failing in pro- 
viding facilities in non-metropolitan areas. It is 
quite possible that this is a rather new need which 
has arisen from highway accidents, the victims of 
which should have prompt attention, as much as 
from the wants of the residents of the communi- 
ties concerned. Also, it is possible that in the 
hospital field, as elsewhere, a time has been 
reached when the limitations of centralization and 
large scale operation are beginning to be realized, 
and a reverse trend from that followed during the 
past several years may be expected as a matter 
of course. 


No data on hospitals is therefore of any value 
as a basis for future planning unless it is sup- 
ported by consideration of all relevant factors and 
trends. Unquestionably, there is room for im- 
provement in adjusting hospital location and 
services to actual needs. Manifestly, certain re- 
gions, and some classes of people in other sec- 
tions, have not received sufficient attention be- 
cause of the necessarily opportunistic way in 
which hospitals have been founded and devel- 
oped. The attempt of the government committee 
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to determine the needs and to suggest what should 
be done to meet them, gives the hospital profes- 
sion a needed incentive to survey the situation 
thoroughly in the light of its combined knowl- 
edge, experience, and foresight. Upon the find- 
ings of such a survey could be based an effective 
plan for united action. 


Partial facts and the theories derived from 
them are no basis on which to build so important 
a program as should develop from real coordina- 
tion of health and welfare activities. The plan- 
ners of such:a program must be professional peo- 
ple who know the field and its manifold problems 
through having worked in it and helped in its 
development over many years. The hospital pro- 
fession will not be found indifferent to any pro- 
gressive ideas, but will enthusiastically cooperate 
in formulating a well-considered, scientifically- 
planned, program. Better than any outside indi- 
vidual or group, it knows the need for it. 


Visiting the Sick 


Since the beginning of hospitals, the control of 
visitors has been a perplexing problem to hospital 
administrators. 


Antiquated buildings and obsolete equipment 
have given way to present-day modern hospital 
buildings with their facilities for the most ad- 
vanced methods in the treatment of patients, but 
that old, old custom that neighbors, friends, and 
relatives must visit the sick still remains. 


Every hospital administrator knows how ex- 
hausting it is to a patient to have a continuous 
stream of visitors throughout a day. The admin- 
istrators, themselves, therefore, should seek to 
break down this custom. They are supposed to 
safeguard the best interest of their patients and 
are responsible when they permit such a situation 
to exist. Why should patients have visitors before 
noon or after eight-thirty at night unless they are 
seriously ill? ; 

The problem is a difficult and a delicate one, 
but through newspaper publicity and a well- 
formulated program with strict rules within the 
institution, visiting the, sick can and should 
be curtailed. Standardized visiting regulations 
should be set up by the hospital councils in a 
given community. 


Patients come to hospitals for a definite pur- 
pose, and institutions should make every effort to 
provide the necessary quiet and rest to carry out 
this purpose. 


Let us educate the public that a card or letter, 
magazine or books will be of greater benefit to the 
patient than a personal visit. 
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The House of Delegates of the American 


Hospital Association 


Association, which were adopted at the 

Atlantic City convention in 1937, provide for 
a House of Delegates of one hundred members, 
seventy-two of whom will be elected representa- 
tives of Association members of the 59 states, 
provinces and territories of the United States and 
Canada, fifteen members elected from the mem- 
bership at large, the immediate past president, 
and the twelve members of the Board of Trustees. 
The first meeting of the House of Delegates will 
be held on the opening day of the fortieth annual 
meeting of the Association, at Dallas, Texas. 


Ta new by-laws of the American Hospital 


Early Suggestions for a House of Delegates 


Leaders in the field for thirty years have advo- 
cated the organization of a House of Delegates. 
Dr. Renwick R. Ross, as chairman of the Com- 
mittee on Development of the Association, pre- 
sented a report of his committee at the meeting 
in 1908, at Toronto, Ontario, which recommended 
“that the association consider the practicability 
of conducting its business through a council or 
house of delegates.”” Six years later at the meet- 
ing at St. Paul, Minnesota, Dr. Thomas Howell, 
president of the Association, called attention to 
the recommendation of Dr. Ross’ committee and 
stated: “The desirability of making this change 
in our method of government becomes more ap- 
parent and more urgent each successive year... 
It would appear that such a council would insure 
the stability of the association by giving it a con- 
tinuity of administration which it now lacks by 
reason of the fact that comparatively few persons 
attend the conventions year after year and par- 
ticipate in the business routine.” Dr. William 
H. Walsh, in about 1926, while executive secre- 
tary of the Association, presented a plan to the 
Board of Trustees of the American Hospital As- 
sociation advocating the organization of con- 
_stituent associations and providing for a house 
of delegates representing such associations. 


In February, 1932, Paul H. Fesler, President 
of the Association, called the first meeting of 
representatives of state associations and the 
Board of Trustees of the American Hospital 
Association. At that meeting several individuals 
advocated a closer working relationship between 
the state and provincial associations and the na- 
tional association, and while the need for a house 
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of delegates to interpret the hospital needs of the 
various sections of the United States to the 
American Hospital Association was not men- 
tioned by name, nevertheless, a review of the 
minutes of this meeting suggests that many of 
those present were thinking along such lines. 


The progress reports of the Committee on 
Membership Structure presented at the St. Louis 
convention in 1935 and at the Cleveland conven- 
tion in 19386 recommended the formation of a 
house of delegates. This recommendation was 
also made in the final report of the Committee 
which was presented and acted upon favorably 
at the 1937 convention in Atlantic City. 


The need for a house of delegates has been 
recognized for at least thirty years, but we have 
waited until now for the formation of such a 
body. The first meeting of this body will be re- 
corded as an important milestone in the history 
of the American Hospital Association. 


The Functions of the House of Delegates 


The new By-Laws provide for three branches 
in the organization of the Association. The 
Board of Trustees form the executive branch. 
The seven councils form the research and study 
branch and their work is coordinated by the 
President and the seven council chairmen, who 
form the Committee on Coordination of Activities. 
The House of Delegates is the legislative and pol- 
icy-forming branch of the Association, and, as the 
elected representatives of the membership, is the 
most important branch. The House of Delegates 
will receive and act upon the reports of the seven 
councils and their committees. They will also 
receive and act upon the reports of the President 
and the Treasurer. They will act upon all reso- 
lutions presented for the consideration of the 
Association and they will be responsible for the 
election of the trustees and officers of the Asso- 
ciation. The House of Delegates will also con- 
sider and determine the policies of the Associa- 
tion in its relationship to other national organiza- 
tions, its relationship to the government, and its 
relationship to the public. 


The House of Delegates as a Liaison Body 


In the past, there existed no channel whereby 
the members interested in the management of 
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the Association could give effective expression to 
ways and means of improving activities of the 
American Hospital Association; likewise, there 
was little opportunity on the part of those in the 
active management of the Association to explain 
and discuss the underlying meanings of their 


current policies and decisions. The House of 
Delegates will solve both of these problems by 
acting as a liaison body between the individual 
member and the Association. 


An unusual situation is disclosed by a review 
of the proceedings of business meetings of the 
Association during the past few years. Although 
the Association has nearly 2,000 institutional 
members and over 2,500 personal members, as 
few as 10 persons have been present at the busi- 
ness sessions held on the final day of an annual 
meeting to pass upon the business affairs of the 
Association. Regular meetings of the House of 
Delegates with representatives from the various 
states, provinces, and territories, and including, 
as it does, the Board of Trustees of the Associa- 
tion, will unquestionably result in improved con- 
trol of the business affairs of the Association and 
a better understanding of Association problems 
on the part of the membership. 


It is only natural that we should adhere as 





closely as possible to the most democratic princi- 


ples in an organization like the American Hos- 


pital Association. One may wonder whether re- 
moving from the individual member the oppor- 
tunity of voting at national conventions will deny 
him a privilege which should be zealously de- 
fended. However, careful thought will indicate, 
and experience has shown, that in the past, mem- 
bers did not express that privilege and when ex- 
pressed, it was unduly weighted by the number 
of votes from the particular locality in which 
the convention was being held. Such a result 
can not be true expression of the group as a 
whole. The truly democratic experience will be 
better secured with the individual member elect- 
ing his own delegates, confident that the propor- 
tionate weight of his vote will be insured with 
that of all other representatives from various 
sections of the two countries. 


The objective of the American Hospital Asso- 
ciation is “to promote the welfare of the people 
through the development of hospital and out- 
patient service.” The House of Delegates, rep- 
resenting the membership of the Association, 
should be a potent instrument for use in attain- 
ing this objective. 





Use of Helium in Respiratory Diseases 


The recent demonstration of the benefits to be 
derived from the administration of a helium- 
oxygen mixture in respiratory diseases has 
aroused interest in the peculiar conditions sur- 
rounding its production. 


Helium is found as a mixture with natural gas 
in a limited number of gas producing areas in the 
United States. 


By compression to three hundred pounds per 
square inch and chilling to minus one hundred 
eighty-five centigrades all the constituents of the 
natural gas except helium and nitrogen liquefy 
and can then be separated from the helium and 
nitrogen. In the second process the result is a 
mixture of ninety-eight per cent helium to two 
per cent nitrogen. This mixture is compressed 
into cylinders at two thousand pounds per square 
inch for distribution. 


With the Federal government owning the gas 
fields which produce it, and the most economical 
equipment for its recovery, the price has been re- 
duced to from $8 to $15 per thousand cubic feet. 
Also a recent act of Congress authorizes the sale 
of helium “for scientific or medical” purposes at 
a price only a fraction of its former cost. 
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William S. McNary Becomes Executive 
Secretary of the Colorado Hospital 
Service Association 

William S. McNary, who for ten years or more 
has been business manager and assistant to the 
superintendent of the University of Colorado 
Hospitals resigned that position to accept an ap- 
pointment as executive director of the Colorado 
Hospital Service Association. 

—————<»__—_. 
Hospital Association of Pennsylvania 
Announces Dates for 1939 Conference 


The Hospital Association of Pennsylvania will 
hold its Eighteenth Annual Conference on April 
26, 27, and 28, 1939. The headquarters hotel will: 
be the Bellevue-Stratford Hotel in the city of 
Philadelphia. 

Cooperating with this Conference will be the 
Pennsylvania Association of Nurse Anesthetists. 





Important Change of Date 


Telegraphic advice from the Association of 
Western Hospitals announces the change in the 
dates of their thirteenth annual convention from 
the week commencing May 22, 1939, as announced 
in August HOSPITALS, to February 20-23, in 
Seattle, Washington. 
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Murals! A New Pediatric Treatment 


MAX ABELMAN 


hands, as they pulled at his cover, were hot. 

Uncertainly he looked at the beds in the 
hospital ward. His head hurt and he was lonely. 
He began to cry, first softly, then louder. He 
tossed from side to side. 

Suddenly he stopped. 

“Why, there’s Dopey!’ he said shrilly. 

And with eyes shining, a tear still trickling 
down his cheek, he turned to the wall where, on 
a background of misty pink, Snow White fled 
through the woods, the seven dwarfs trooped 
home from work, and Grumpy slept in the kettle. 

Jackie was no longer alone. 

* * * 


The new murals in the Free Children’s Wards 
of The Jewish Hospital of Brooklyn represent a 
noteworthy departure from the old, cold, imper- 
sonal atmosphere of the pediatric department. 
The wards have been transformed into a colorful 
fairyland presided over by our most famous story 
book folk. They are a source of daily joy to the 
frail little boys and girls who gaze at them from 
their beds. 


The project was made possible by a member 
of the governing board of the hospital, and his 
wife, donating these murals to the institution. 


J ACKIE’S eyes were bright with fever, and his 


Purpose of the Murals 


These murals have a two-fold purpose: to edu- 
cate the child and to promote his recovery. 
The Snow White and the Seven Dwarfs Room 
has provoked imitative efforts in many of 
the little convalescents. Copying, an art per- 
fected in medieval monasteries and practiced in 
art galleries today, has been revived here with 
enthusiasm. The children are provided with 
drawing pads and pencils, and they busy them- 
selves with copying the characters on the walls. 
A note of competition creeps into the fore as the 
children vie with each other for honors to see 
who can make the best reproductions. They often 
ask, “Doctor, whose Prince Charming is better, 
Jackie’s or mine?” A real artistic talent has al- 
ready been discovered in two of these children. 


The younger children are placed in rooms bear- 
ing the titles of Mother Goose, Three Little Pigs, 
and Red Riding Hood, and Alice in Wonderland. 
One of the little patients, a great admirer of the 
murals, exclaimed: 


“Alice in Wonderland is a nice little girl and 
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she smiles at me every morning when I wake up. 
I like the pictures. When I have nothing to do, 
I look at them because they keep me company.” 

The pictures in these rooms are the work of 
one of the most eminent artists in his field, and 
with a fine appreciation of the purpose of these 
murals, he has made them of educational, scien- 
tific, and psychological value. 


Cheerful Surroundings React Favorably Upon 
Children 


These murals are considered an important en- 
vironmental factor in the treatment of our 
young patients. 


The aim of modern pediatrics is the develop- 
ment of all knowledge which adds to the comfort 
and well being of the child, enables him to de- 
velop his potentialities, and contributes to physi- 
cal and mental welfare. In the past the pediatri- 
cian has stressed the care of the sick child, mod- 
ern pediatrics lays emphasis more upon preven- 
tion of physical ailments and mental diseases. 





A Young Patient Copies Scenes from the Snow White and 
the Seven Dwarfs Room 
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A Panel from the Children of Many Nations Room 


Much progress has been made in the prevention 
and cure of the acute illnesses and in the allevia- 
tion of the suffering which these entail. But with 
the subsidence of the acute symptoms of the dis- 
ease, the physician is confronted with the prob- 
lem of the psychological management of the child 
during his long period of convalescence which 
must intervene between the acute illness and his 
restoration to normal life. To keep the child in 
the hospital pleasantly occupied during this try- 
ing period without taxing him physically or emo- 
tionally is a real problem. One of the most im- 
portant factors in this process is the eradication 
of the fear psychology. In this, the creation of 
an environment which is pleasant for the child, 
through the decoration of infants’ and children’s 
wards with murals of such a nature as will ap- 
peal to the child, plays an important part. 


A child whose mind has for a time been clouded 
by his illness suddenly or gradually becomes 
aware of his environment. Instead of finding 
himself in a ward with blank, uninteresting walls, 
he becomes cognizant of a nursery more in- 
triguing than any he has heretofore occupied. 
The subjects painted on the walls in colors har- 
monious and soothing, are often those familiar to 
him from his nursery rhymes or fairy tales. Thus, 
the long days of convalescence bring with them 
new interests, create a new spirit, and soon the 
period of waiting is over. The child leaves the 
hospital not with a sense of having been in an in- 
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stitution, but of having passed through a series 


‘of pleasant and interesting experiences in fairy- 


land. In brief, it just takes all the scare out of 
the word “hospital.” 


The Murals Are Useful in Getting Children 
to Respond to Treatment 


The nursing staff is delighted with the diver- 
sional aspects of the pictures. They keep the 
children amused and entertained, and they have 
a very healthy effect upon the little patients who 
are responding remarkably well to their new sur- 
roundings. Some of the children, especially the 
convalescents, get restless, and the murals help 
to divert them. They capture their imaginations, 
hold their interest. The administration of med- 
icine to the tots is greatly simplified by com- 
bining this distasteful process with the alluring 
promise of a visit to the other story book rooms. 
The boys and girls in the pay section of the Chil- 
dren’s Floor beg to be allowed to see the Free 
Ward and the pictures there. It is hoped that 
someone will be inspired to complete the murals 
in that section. 

The murals have a very real therapeutic ef- 
fect on the children. It takes only the re- 
flection of a moment to be able to see clearly 
how easily a group of fat little pigs and a caper- 
ing wolf or a long-nosed puppet or a scowling 
queen and an upside-down knight can dispel and 
banish the fears of a child who has to face a 
strange world when he is sick. 

These murals have already done more than was 
expected originally, for not only have they suc- 
ceeded in bringing cheer and diversion into the 
lives of the tiny patients who inhabit these rooms, 
but they have made things easier for all con- 
cerned; doctor, nurse, intern, and child alike. The 
child responds much more quickly to treatment 
and the whole effect is a healthy one. The murals 
leave nothing to be desired as regards the ful- 
fillment of their purpose. 





Artist Albert Cugat Puts the Finishing Touches to the 
Hey Diddle Diddle Wall of the Mother Goose Room 
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Some Contributions of Dallas to the 
Hospital Field 


E. M. DUNSTAN, A.M., M.D., F.A.C.P. 


hospitals in the field of construction and or- 

ganization the hospital student coming to the 
Dallas convention of the American Hospital As- 
sociation will be interested in investigating at 
first hand several projects which can be consid- 
ered as contributions of this city to the hospital 
field. 


[: ADDITION to contributions of individual 


Group Hospitalization 


First and foremost, of course, is group hospi- 
talization. It is enough in itself to make any city 
proud of its heritage. This far-reaching experi- 
ment, as is well known, started on December 21, 
1929, at Baylor University Hospital in Dallas 
when the hospital agreed with 1,500 school 
teachers to provide three weeks hospitalization to 
any teacher who needed it, each one to pay $6.00 
per year. This worked out so well that other 
groups of employed people were rapidly added 
until today the hospital has about 400 employed 
groups with total membership of 13,789 under 
contract for hospitalization. In 1933 the experi- 
ment with family hospitalization began and grew 
rapidly until today there are 3,042 families under 
contract with an average of 2.4 dependents per 
family. 


What the public of Dallas thinks of the plan is 
clearly evidenced by its rapid growth. On Feb- 
ruary 24, 1938, the citizens of Dallas, headed by 
the Chamber of Commerce, enthusiastically 
honored Dr. J. F. Kimball, executive vice-presi- 
dent of the Baylor University Professional Units 
at Dallas, founder of the plan. Dr. Bert W. Cald- 
well, executive secretary, in behalf of the Ameri- 
can Hospital Association, presented to Dr. Kim- 
ball on this occasion a life membership in the as- 
sociation, an outstanding honor which is seldom 
conferred and then only for signal service to the 
public and the Association. 


A survey of the opinion of the local medical 
profession on this plan can be obtained by re- 
ferring to an article written by Dr. Jo C. Alex- 
ander, then chairman of the Economic Relations 
Committee of the Baylor University Hospital 
Professional staff, and me, when I was medical 
director of that hospital.* A brief summary of 
the plan itself also appears in this article. 


* “Group Hospitalization—Survey of Local Organized Medical 
Opinion on Baylor University Hospital Hospitalization Plan,” 
HOSPITALS, 10:75-81, August, 1936. 
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It is not the purpose of this brief presentation 
to go extensively into the matter of group hospi- 
talization. Volumes have been written upon the 
subject and practically every administrator is fa- 
miliar with the plans in operation. It is enough 
to say, for review purposes, that the plan has 
worked out so well that the American Hospital 
Association took the plan up in 1933 on a non- 
profit basis. 


The national growth has been astonishing as 
the following figures show: 1933—6,000 mem- 
bers; 1935—97,000 members; 1937—968,000 
members; 1938—2,000,000 members, and con- 
stantly and rapidly increasing. It is in operation 
in over 40 cities with the cooperation of hospi- 
tals, doctors and the public. Quoting from the 
August, 1938, issue of the Reader’s Digest, con- 
densed from an article by Beverly Smith appear- 
ing in the American Magazine entitled “Diagnos- 
ing the Doctors:” “This sensational growth 
shows what the public and the medical men can 
do when they pull together.” 


The original Baylor plan has undergone but 
slight modifications as experience has accumu- 
lated and the steps in its development can be 
easily traced by those who are interested. It is 
still operated by Baylor University Heapital as a 
single hospital plan. 


The hospital student will be further interested 
in studying the other hospitalization plan in oper- 
ation in St. Paul and Methodist Hospitals in this 
city. This plan was initiated in Dallas in 1930, 
under the direction of a corporation known as 
the National Hospitalization System. This plan 
takes employed groups or individuals, the only 
difference being that individuals are required to 
pay quarterly, semi-annually or annually, whereas 
groups may pay monthly. Husband or wife of 
the employed member may join at the same rate. 
When both are members all the children under 
16 receive hospitalization at 50 per cent discount. 
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The price is 75 cents per month, of which 72 per. 
cent goes to the hospital and 28 per cent to the 
corporation, for 21 days’ hospitalization per pol- 
icy year with 3314 per cent discount for any ad- 
ditional hospitalization time. The membership 
at present is 11,068, of which 6,478 are St. Paul 
hospitalization members and 4,590 are Methodist 
hospitalization members. 


Central Coordinating Committee of Physicians 
and Social Workers 


A second contribution worthy of comment -is 
the institution in 1935 of.a Central Coordinating 
Committee of Physicians and Social Workers 
who have general supervision of free medical and 
hospital care in Dallas County. This committee 
is composed of one representative from each ap- 
proved hospital or clinic and three representa- 
tives from the Dallas County Medical Society and 
serves as a clearing house for problems pertain- 
ing to the care of the indigent sick. Each ap- 
proved institution is required to maintain an ade- 
quate social service department and presents a 
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written report at each regular monthly meeting 
of the committee. The three representatives from 
the Dallas County Medical Society act as inter- 
mediary between the society and the committee. 


The creation of. this committee was brought 
about in response to a desire on the part of the 
County Medical Society, on one hand, and the hos- 
pitals and clinics, on the other, to stop abuses on 
the part of some groups in trying to obtain free 
medical and hospital care under false pretenses. 
A thorough investigation of conditions preceded 
its establishment and this disclosed, among other 
findings: that many patients were being admitted 
for free treatment, through political pressure or 
otherwise, who could afford to pay for medical 
and hospital care; that there was much duplica- 
tion caused by lack of coordination of the work 
of the hospitals and clinics, so that often the same 
patient was found to be active in several clinics 
at the same time; that there was no uniform 
standard to determine eligibility ; that social serv- 
ice work was very inadequate in several clinics; 
and other irregularities. 
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The County Medical Society set up some rules 
and regulations governing the participation of 
members of the society in the dispensing of free 
work in the hospitals and clinics. These were 
submitted to the clinics and those that adopted 
these rules were placed on the approved list. At 
present the following clinics are approved: 


Baylor Hospital and Clinic 

Parkland Hospital and Clinic 

St. Paul Hospital and Clinic 
Methodist Hospital and Clinic 
Bradford Hospital and Clinic 
Fi.eman Memorial Clinic 

Scottish Rite Hospital and Clinic 
Dallas Tuberculosis Association Clinic 
9 Dallas Child’s Guidance Clinic 
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The rules provide, among other points, for the 
establishment of uniform and adequate social ser- 
vice investigation, the adoption of a suitable scale 

. for admission of patients, subject to variation 
from time to time at the discretion of the Co- 
ordinating Committee as economic conditions 
change, procedure to be followed in part-pay 
cases, procedure to be followed in case of mis- 
representation of economic status on the part of 
the patient, and penalties assessed for failure to 
comply with the regulations. 


The operation of this plan for the last three 
years has proved very satisfactory to the County 
Medical Society and to the hospitals and clinics. 
It has increased understanding and greatly fos- 
tered the spirit of cooperation so essential for a 
successful solution of these difficult problems. It 
has been found to be fair to the public in gen- 
eral. Cities faced with similar problems might 
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be interested in studying further the procedure 
being followed in Dallas.in this respect. 


Program of Community Health Education 


A third contribution, less spectacular but 
worthy of note, is the inauguration in the spring 
of 1937 of a program of community health edu- 
cation featuring the cooperation of hospitals and 
the medical profession through the Woman’s 
Auxiliary to the Dallas County Medical Society. 
While it is recognized that this essential function 
can best be carried out as an objective of the 
Community Health Council, since this was not 
organized at the time the program was initiated, 
it was undertaken under the joint sponsorship of 
the Dallas City-County Hospital System and the 
Woman’s Auxiliary of the Dallas County Medical 
Society. The purposes and mode of operation of 
the program can best be obtained by reading the 
foreword appearing in the pamphlet which is dis- 
tributed widely to the community: 


“The Dallas City-County Hospital System 
and the Woman’s Auxiliary to the Dallas 
County Medical Society are combining. their 
efforts and are presenting to the public of 
Dallas County a comprehensive program of 
health education. Members of both groups 
have devoted much time to this enterprise in 
the last few years and have been led to believe 
that such programs have met-with general ap- 
proval. A list of subjects for lay presentation 
has been compiled and these subjects will be 
discussed by experts in their respective lines, 
including not only members of the staffs of 
Parkland, Convalescent and Woodlawn Hospi- 
tals, but other members of the Dallas County 





Parkland Hospital, Dallas 








Baylor University Hospital, Dallas 


Medical Society, the City and County Health 
Departments and prominent laymen in their re- 
spective fields. If discussion of a subject not 
on the list is desired, a prompt survey of avail- 
able speakers will be made, and if there is one 
available to speak on that subject, the appli- 
cant will be notified immediately. For those 
who wish to go into a subject quite thoroughly 
a bibliography will be furnished upon request. 


“The effort is being made to reach two levels 
of society: first, the higher classes who mold 
public opinion and whose cooperation is nec- 
essary in any enterprise for public betterment 
—namely, those comprising civic, church and 
fraternal circles; second, the lower classes or 
indigent group, who need even elementary in- 
struction in health problems. To reach the first 
group this pamphlet will be distributed to the 
officers of the various organizations in the 
county and through them to their respective 
memberships. To reach the second group, 
copies of a little sheet, Health Hints, will be 
distributed through the Parkland Out-Patient 
Department which contacts some 40,000 pa- 
tients yearly. This sheet will announce periodic 
lectures to expectant mothers, lectures on child 
welfare, and other general health subjects, as 
well as give useful health information. 


“Another phase of this project in health edu- 
cation will be the sponsoring of lectures in the 
new Parkland Auditorium, in the City Hall, in 
Little Mexico, in the colored settlements, and in 
West Dallas. These lectures will be given by 
members of the Dallas County Medical Society 
and will be announced in the lay-section of the 
Bulletin of the Dallas City-County Hospital 
System and also in press reports. 


“These subjects may be discussed singly or 
in groups and many of them are illustrated 
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with lantern slides, charts, and motion pictures. 

. When any organized body wishes to have a 
speaker on a health subject address their or- 
ganization or to sponsor a health program for 
the benefit of the indigent, the chairman of the 
Committee on Health Education of the 
Woman’s Auxiliary to the Dallas County Medi- 
cal Society, or the superintendent of the City- 
County Hospital System will, upon request, 
contact the speaker who has prepared the sub- . 
ject desired and the applicant will be promptly 
notified of the engagement. 


“The list for 1938-39 is herewith submitted ; 
in it will be seen several changes and additions 
to the list submitted last year. 


“This work is being done in the interest of 
the community and there is no charge for the 
lectures. Please address requests to: 


Mrs. J. Forest Buchanan, Department of 
Health Education, Woman’s Auxiliary to Dal- 
las County Medical Society, 4001 Druid Lane, 
Phone 5-7942. 

or 

The superintendent of the City-County Hos- 
pital System, Parkland Hospital, Dallas, Texas. 
Phone 5-6161.” 


A comprehensive list of representative subjects 
follows. Thus the community has available at all 
times reliable, up-to-date information on this vital 
subject. The program has been so successful that 
the Woman’s Auxiliary voted unanimously to con- 
tinue it this year. The clubs like it. The press, 
both in the news dispatches and editorials, have 
commented very favorably on it. Over 80 health 
programs were sponsored in the community dur- 
ing the past year. 

Cooperation Between the Hospitals of Dallas and 
the Dallas Southern Clinical Society 


Lastly, some interest might be shown in study- 
ing the details of cooperation existing between 





St. Paul’s Hospital, Dallas 
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the hospitals of Dallas and the Dallas Southern 
Clinical Society, which is the first of its kind or- 
ganized in Texas and one of the leading clinical 
associations in this country. This society was or- 
ganized in 1927 with the objective of making 
available to the profession of the Southwest the 


post-graduate teaching material of Dallas. The 
efficient organization of this society is well known 
throughout this section of the country and it has 
served as model for many others which have been 
established. Its yearly spring clinical conferences 
draw nearly 1,000 professional men and its con- 
tinuous extension program reaches many commu- 
nities in the course of the year. The major hospi- 


tals of the city play a great part in the accomplish- 
ment of the objectives of the society through their 
current clinical material, their records and fol- 
low-up systems. Many of the clinical sessions of 
this society are held at the different hospitals. It 
has brought the medical profession and the hos- 
pitals closer together in a mutual enterprise. 


These, briefly, are some of the contributions 
which Dallas has made in the hospital field. The 
hospitals and cooperating agencies will gladly 
welcome visitors who might wish to inquire fur- 
ther into the results of our experience with the 
various projects outlined. 
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Patients’ Charges 


The old and still widely prevalent system of 
setting up a rate schedule established a rate for 
room and board, and a series of separate charges 
for the various types of service rendered the 
patient. These charges included operating room, 
x-ray service, laboratory service—a separate 
charge for each test made—charges for dress- 
ings, for nurses’ board, and for medication, dose 
by dose. 


Gradually administrators have come to realize 
that the patient paying from $5.00 to $15.00 per 
day for a private room can not understand why 
he should be charged ten cents for a teaspoonful 
of castor oil when he knows that he can buy 
three ounces at the corner drug store for fifteen 
or twenty cents. Recognizing this source of pa- 
tient dissatisfaction, hospitals gradually began 
the elimination of these nuisance charges until 
all that remained were the operating and deliv- 
ery room charges, x-ray and laboratory charges, 
charges for special nurses’ board, and occasional 
medication charges for special prescriptions, bio- 
logicals, new and unduly expensive drugs, and the 
like. 


The next step in the interest of improved pa- 
tient relations was the introduction of the flat 
rate system. This was first applied as a flat rate 
for all laboratory work, and then extended to 
certain types of cases, e.g., tonsil and adenoid, or 
normal maternity cases. The flat rate offered 
was usually based on an average of charges of 


piece rate patients, but with some reduction to 
an even-money basis, provided for a definite num- 
ber of days’ stay, and usually carried the provi- 
sion that the entire amount be paid in advance. 
In this manner the certainty of collection was 
regarded as compensating for the reduction in 
the flat rate in proportion to the amount the pa- 
tient would have paid for the same service on a 
piece-rate basis. 


The difficulty with the flat rate plan arose from 
the fact that but a very limited group of cases 
had a sufficiently uniform length of stay in the 
hospital to permit its application. 


These difficulties have led to the introduction 
of the so-called “all-inclusive rate plan.” This 
plan sets up a basic rate for room, board, and 
general nursing care. There is then added to the 
basic rate a special rate to cover all other charges 
but this rate is a fixed amount to be added for 
each day of stay up to the seventh or eighth day 
in hospital. This rate is based on analysis of 
past records showing the average amount of spe- 
cial charges day by day, and on the further fact 
that experience demonstrates that there are very 
few of the large special charges made after the 
seventh or eighth day in hospital. 


Although experience with the all-inclusive rate 
plan is as yet very limited, a very large majority 
of patients seem to prefer it and in at least one 
hospital this preference has been so marked as 
to lead to the abandonment of the piece rate plan. 
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Occupational Therapy 


JOSEPH E. RAYCROFT, M.D. 


poseful activity for the person who is sick 

mentally or is convalescing from a physical 
illness has been recognized for centuries. It is 
mentioned frequently in the early records of 
Greek medicine dealing with mental disease, and 
it has found a place in the treatment programs of 
many modern general hospitals. 


Tox: therapeutic value of planned and pur- 


Years ago in the Ford Hospital in Detroit spe- 
cific jobs, carefully planned to suit the training 
and condition of patients, were provided for work- 
men who were convalescing from illness or in- 
juries. This work was profitable in itself and the 
patients were paid for their labor. It helped to 
prevent brooding and impatience by giving the 
men a chance to renew their skills and to make a 
little money for their families. Also it served as 
an antidote to the over-anxiety to get back to 
work before they were physically fit. 


Occupational therapy has been used with excel- 
lent results during long periods of convalescence 
as in tuberculosis or cerebral hemorrhage; and in 
the education or re-education of crippled children 
and adults. 


The experience in the world war demonstrated 
anew the usefulness of planned activities in the 
treatment of shell shock and other forms of men- 
tal illness. Indeed the same principles and prac- 
tice, as opposed to immobilization, have been ex- 
tended to the treatment of physical injuries such 
as sprains and fractures, thus hastening recovery 
and avoiding the undesirable mental and physical 
effects of prolonged hospitalization. 


British medical authorities formulated an ex- 
cellent definition of occupational therapy: It “‘is 
the treatment under medical direction of physical 
and mental disorders by the application of occu- 
pation and recreation with the object of promot- 
ing recovery, of creating new habits, and prevent- 
ing deterioration.” 


Underlying Purposes of Activity Therapy 


The underlying purposes of activity therapy 
can be stated as follows: to arouse the interest, 
occupy the mind, and stimulate the ambition of 
patients so that improved morale will tend to 
hasten both mental and physical recovery. 


Paper presented at the “Round Table Question Box” of the 


New Jersey Hospital Association, Jersey City, June 3, 1938. 
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These objectives are attained through the influ- 
ence that purposeful activities exert upon the vital 
processes of life. The tendency is strong in both 
mental and physical illness or convalescence for 
body processes to sink to a low level; this is par- 
ticularly true in mental cases where various im- 
portant functions become practically dormant. If 
this condition is permitted to continue for a long 
period then deterioration is the almost inevitable 
consequence. 


There are several fundamental principles that 
are worthy of emphasis and such discussion as 
this brief paper will permit. 


The Daily Program 


The organization of a daily program best suited 
to the condition of a given patient is as important 
as any other form of therapy administered to the 
patient. While this is true in special stages of 
most forms of disability, it is particularly impor- 
tant in dealing with mental cases in practically all 
stages of the illness. The program of the patient’s 
activities during the day may, and frequently 
does, contribute as much to the patient’s recovery 
as other forms of therapy. Therefore, the pre- 
scription of occupations and activities is a medical 
function, and should be formulated by the doctor 
or under his immediate supervision and, of 
course, correlated with other medical therapeutic 
measures. 


Types of Activities 


The types of activities include a very wide 
range: reading; simple puzzles; various types 
of hand work—weaving, modeling in clay, shop 
crafts in wood and iron; games—-quiet or active, 
gymnastic, dancing, rhythmic exercises; music 
(David cured Saul of melancholy by playing on 
his harp), and other occupations of similar nature 
all graded in difficulty to meet the needs and 
capacities of the patient. 


The essential point is to discover by experi- 
ment, suggestion, example, or imitation some ac- 
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tivity in which the patient can be induced to dis- 
play some active interest—otherwise no emotional 
stimulus is furnished and the work period instead 
of having therapeutic value becomes one of “‘aim- 
less occupation.” Even a mental patient takes 
pride in his work achievement and some exhibit 
much ingenuity and develop unsuspected skills, 
the exercise of which exerts a wholesome effect 
on the personality. 


Standards for the Selection and Supervision of 
Activities 


Standards for the selection and supervision of 
activities are very important and are well formu- 
lated by Dr. Simon of Germany in a paper pre- 
sented at the First Inter-National Congress of 
Mental Hygiene. 


“a—Every achievement expected from the 
patient must remain within his capability, 
and this in turn must be determined ex- 
actly by his physician and nurse. All 
components of the total personality must 
here be considered. 


“b—The work must always be kept at the 
highest level of the patient’s work effi- 
ciency, because the available energy can 
be strengthened only by its full utiliza- 
tion. (Repetitious work that is encour- 
aged or allowed because it is pretty or 
salable soon loses much of its therapeutic 
value for the patient.) 


“c—The constancy of the work assigned fa- 
cilitates the adjustment through practice 
and habituation which are powerful allies 
of therapy. 


“d—The work must be serious—no pastime 
or joke, no ‘occupied idleness.’ All devi- 
ating and pathological behavior must be 
corrected whenever it manifests itself 
during the activity. 


“e—As many diverse forms of activity as 
possible should be available in all institu- 
tions, especially in the supervised wards 
for the difficult patients.” 


Too frequently able-bodied patients are as- 
signed to routine tasks, on the farms and in shops 
of various types, that are selected for their eco- 
nomic value rather than for the therapeutic effect 
they may have for the patient. This is justified 
only in cases of chronic patients who have ad- 
justed at a low level. 


On the other hand, activity therapy and recrea- 
tional activities are too frequently promoted 
largely, if not entirely, for their values as time 
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consumers for the patients and to combat the 
tendency to introspection or over-excitement. 


Furthermore, the patients are generally selected 
for these activities, and supervised in them, by 
persons who are well qualified as activity leaders, 
but who, as a rule, are not trained to observe or 
to interpret the significance of attitudes and reac- 
tions of which the patient himself may be uncon- 
scious when absorbed in his occupation. 


How Do Wisely Prescribed Activities 
Contribute to Improvement? 


It may be useful at this point to give some con- 
sideration to the philosophy underlying and re- 
sponsible for these therapeutic results. We know 
that these activities are useful and that not in- 
frequently they are attended by dramatic recov- 
eries. But by what mechanisms do these physical 
activities affect mental states? 


We know that medical therapy works in general 
by chemical reactions upon disorders of physiolog- 
ical functions; and psychotherapy by modifying 
mental and emotional patterns. Of course, these 
explanations are over-simplified, but they will do 
to illustrate a principle. 


Is this principle valid:in the fields under discus- 
sion and, if so, is there any analogous explanation 
of the processes involved in activity therapy? If 
there is no such principle or analogy, then the 
occupational therapies are largely empirical, lack 
a scientific basis, and are subject to the lure of the 
show case and income from sales that tend to blur 
discriminating selections of activities for their 
therapeutic values. 


I think that there is a sound philosophy of ac- 
tivity therapy that rests upon recognized physi- 
ological and psychological principles, that clarifies 
the processes through which improvement ap- 
pears, and furnishes the basis for the prescription 
of activities and for interpreting the changes in 
the patient that their practice brings about. 


The essential characteristic of life is activity— 
change—movement—achievement—action and re- 
action with environment. These are a fundamen- 
tal process. Any organ or function, whether 
physical or mental, whether a group of muscle 
immobilized in a cast or the process of reasoning 
deadened by a disordered mental condition, tends 
to deteriorate until it is no longer recoverable. 


It is only through activating the patient himself 
that normal processes and powers can be retained 
or improved and the symptoms of his disease can 
be influenced. 

Therefore, activity therapy operates in har- 
mony with physiological and psychological laws 
and serves as a stimulus and director in the work 
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of returning the patient, through his own efforts, 
interest, and will, back to normal paths of life and 
expression. 


This philosophy of activity therapy rests upon 
two important considerations: 


1 That there exists in even the most de- 
ranged patient certain normal and favor- 
able possibilities that are susceptible to 
constructive influences and activities. - 


2 That these possibilities should be sought 
out, identified and stimulated by carefully 
prescribed activities to the end that they 
may remain normal and gradually spread 
their influence to areas and functions that 
are deranged. 


Dr. Simon has stated: “In the case of nearly 
all mental patients, the inner impulses to pur- 
poseful activity lie prostrated. The only road 
open is that of biological adjustment.” 


Therefore, the patient’s own efforts must be 
stimulated by example, by rousing some dormant 
interest by the doctor, the nurse or other patients. 
When these stimuli fail, deterioration sets in and 
the patient becomes “well hospitalized.” 


The preservation and development of all forces 
and faculties depend upon the strenuous exercise 
of those forces and faculties. Hence, the funda- 
mental importance of purposeful activity, the se- 
lection of the particular occupation that is suited 
to the individual patient and that will stimulate 
him to exercise his powers and to extend and im- 
prove them. Herein lies the significance of the 
guiding principle for the selection and adminis- 
tration of activities. 


There is one other contribution that is inherent 
in these activity situations that is most valuable 
and too frequently unrecognized and neglected. 
Here is a field of observation that is rich in oppor- 





tunity for the study and interpretation by the 


-watchful psychiatrist and psychiatric nurse, of 


the patient’s moods, actions, cyclical changes, and 
remissions that may furnish a clue and lead to 
a solution of the problem of the individual. We 
call these occupational and recreational activities 
“therapeutic,” and so they are; but they seldom 
are prescribed or observed by persons psychiatri- 
cally trained, with the result that one of their 
greatest values is ignored and lost. 


Summary 


Properly selected and administered activities 
stimulate normal functions, counteract the ten- 
dency toward apathy, brooding, and introspection 
which affect not only mental cases, but also pa- 
tients enduring a long convalescence in a general 
hospital. ° 


The patient’s mental attitude is favorably in- 
fluenced, his emotions and impulsive behavior are 
brought under control, good habits are induced 
and maintained. 


The patient’s development of insight is favored 
and he is assisted in discovering and developing 
new resources in himself. 


These activities tend to stimulate both mental 
and physical processes;. to improve general con- 
ditions, and to develop a desire to get well. 


Finally, in mental cases, they afford an invalu- 
able opportunity for the observation and interpre- 
tation of unconscious reaction and behavior pat- 
terns as they appear during periods of absorption 
in the activities, that may be vitally significant to 
the doctor and nurse as guides to treatment. 
When every other resource has been exhausted, 
this procedure may indicate the one thread that 
will lead through the tangled web of personality 
back to sanity. 
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M. Helena McMillan Announces Her 
Retirement 


M. Helena McMillan, one of the best known 
leaders in the hospital and nursing education 
field, announces her retirement as director of the 
School of Nursing of the Presbyterian Hospital 
of Chicago, effective in October. 


No one in the nursing field has contributed 
more to the development of nursing and to nurses’ 
education than Miss McMillan. For 35 years she 
has been at the head of one of the largest nurses’ 
training schools in this country. Thousands of 
young women have been prepared for their pro- 
fession under her guidance and direction. 
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Miss McMillan’s contribution has not been con- 
fined to the field of nursing alone. She has been 
intimately interested in hospital administration 
and in the development of sound programs for 
the better care of the sick in the home as well as 
in the hospital. It is interesting to recall that 
Miss McMillan, at that time superintendent of 
the School of Nurses of the Lakeside Hospital ‘in 
Cleveland, Ohio, presented a most interesting 
paper at the second annual convention of the 
American Hospital Association in Cleveland, on 


‘tthe subject of “The Relationship Which Should 


Exist Between the Superintendent of the Hospi- 
tal and the Superintendent of Nurses.’’ She is 
perhaps the only person now living who partici- 
pated in that convention. 
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Special Events at the Dallas Convention 


American Hospital Association has cooper- 

ated with President Neff in arranging an 
unusual and interesting program of entertain- 
ment and recreation some of the features of which 
have never been presented at any previous con- 
vention. 


To General Arrangements Committee of the 


Many of the state and provincial groups will 
meet at breakfasts and luncheons already sched- 
uled. Each of the major organizations will have 
a banquet for its members. The evening’s enter- 
tainments will have all the charm of the Southern 
hospitality, for which the people of Texas are so 
well known. The settings for these events are 
ideal, and the Committee in charge has completed 
all the plans for providing pleasant and interest- 
ing entertainment for convention guests. 


The Banquets 


The Protestant Hospital Association will hold 
its Banquet at the Baker Hotel, Saturday evening. 


The American College of Hospital Administra- 


tors will have its Banquet at the Adolphus, Sun- 
day evening. Dr. S. S. Goldwater will be the 
guest orator. 


The National Association of Nurse Anesthetists 
will hold its Banquet at the Dallas Athletic Club, 
Tuesday evening. Laurence Melton will be the 
guest orator. 


The traditional Banquet and Ball of the Amer- 
ican Hospital Association will be held at the 
Adolphus Hotel on Wednesday evening. The Hon. 
Pat Neff, President of Baylor University, will be 
the guest orator. 


The Annual Ball will follow the Banquet. It 
will be a social event of the Dallas season. 


The Barbecue 


A rare treat is in store for those who attend the 
barbecue on Thursday evening. The Committee 
has engaged John Snider and his crew of barbecue 
experts to prepare this feast. Mr. Snider has su- 
pervised barbecues all over the South. His home 
is in Amarillo, Texas, and he has been called to 





Preparing the Barbecue 


September, 1938 


95 





Baltimore and other eastern cities, to Los Angeles 
and the west coast, to prepare the barbecues for 
which he is famous. Many will recall seeing mov- 
ing pictures of him and his crew work, and thou- 
sands will remember his feasts. The barbecue will 
be held at the band shell in Exposition Park. Here 
over the open pits, ten beeves will be barbecued 
for the members and guests of the Association. 


A special feature of the barbecue entertain- ; 


ment will be the appearance of the Cowboy Band 
accompanied by six ropers. This band has been 
on tour all over the United States and has been 
secured for the Dallas Convention barbecue. It 
is one of the most unique entertainment features 
before the public. 


This event is provided for the guests, without 
charge and with the Dallas General Arrangements 
Committee as hosts. More than twenty-five hun- 
dred will attend this barbecue. Here in the cool 
autumn night under the Texas moon, accompanied 
by delightful Mexican dance orchestra and plain- 
tive cowboy music, our members and their guests 
will dine and dance, and bring to a close a week 
that has been filled with pleasure. 


The Golf Tournament 


No city has more beautiful or sporty golf 
courses than Dallas. The Annual Tournament 





John Snider, “Barbecue John” 
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will be held on the greens of the Lakewood Coun- 
try Club. The cup will again be shot for, and the 
perennial winners, Dr. Otho Ball and John 
Howard, will have to bring in some low scores to 
take the old cup again. In addition to the cup, 
there will be several valuable prizes for the win- 
ners of other events. 


Breakfasts 


National Hospital Day Committee 
Breakfast meeting to select national winner 
BAKER HOTEL, SEPTEMBER 26—8 A. M. 


National Hospital Day Committee 
Breakfast meeting for state and provincial 
chairmen and members of their committees 

BAKER HOTEL, SEPTEMBER 27—8 A. M. 


Minnesota Hospital Association 
ADOLPHUS HOTEL, SEPTEMBER 27—8 A. M. 


New England Hospital Association 
ADOLPHUS HOTEL, SEPTEMBER 27—8 A. M. 


Luncheons 


National Hospital Day Committee 
State and Provincial Secretaries 
BAKER HOTEL, SEPTEMBER 26—12:30 P. M. 


Tri-State Hospital Assembly (Illinois, Indiana, 
Wisconsin) 
Board of Directors 
BAKER HOTEL, SEPTEMBER 27—12:30 P. M. 


Michigan Hospital Association 
SEPTEMBER 28—12:30 P. M. 


Social Service Section 
ADOLPHUS HOTEL, SEPTEMBER 28—12:30 P. M. 


The events above listed are those which have 
been brought to our attention. Notice of other 
features will appear in the official program and 
the Daily Bulletin. 


Teas 


The Committee is arranging a tea followed 
by a tour of the interesting places in and about 
Dallas for the Catholic Sisters attending the Con- 
vention. 


Texas Graduate Nurses’ Association District 
No. 4. 
DALLAS MUSEUM OF FINE ARTS, SEPTEMBER 28 
4TO5P. M. 
Honoring the Nursing Section of the American 
Hospital Association. 
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M. BURNEICE LARSON, Director 





Physicians — Hospital Administrators — 


Graduate Nurses — Dietitians — Technicians 





If you want finer workers... . if you want 


work that you 


We heard a tale again the other day that told that 
nothing great was ever accomplished without great 
enthusiasm. 


It had, again, a resonant, deep and sounding tone, 
the kind that stops us all stone still to nod our heads 
emphatically, to make us thinkers for the moment 
. .. then, sometimes, to relax and forget. 


For folks who know its truth, for folks who know 
the worth of eager energy, for folks who have en- 
thusiasm that never knows a clock and hums a tune 
on tough and stubby tasks . . . and only asks to do 
each task the way it should be done, far better than 
the last . . . 





would love.... 


. we've gorgeous work for you, or we will find 
it for you. 
We deal in people . . . find jobs they'd love for 
spunky, eager folks, for smart and kind and lovable 
folks . . . and never stop until we find and place 
them in the jobs they'd love . . . square pegs in 
square holes, round pegs in round holes. 
If you want workers, helpers like these, if you want 
a resident, a physician who has specialized in some 
branch of medicine, an administrator, supervisor, 
anaesthetist, a staff nurse, dietitian, or laboratory 


worker .. . or if you are one of these and ask for 
a finer position . . . write and tell us what you 
want .. . we will find it for you for that is our 


great work. 











The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
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How Long Should a Patient's Medical 
History Be Retained? 


WALTER E. LIST, M.D. 


the length of time a patient’s medical history 

should be retained, a cross-section study of 
the hospitals of the country was made by send- 
ing a questionnaire to teaching hospitals and 
large and small private hospitals. Municipal hos- 
pitals were not included in this study because 
their policy always has been, usually according to 
law, not to destroy any part of the patient’s medi- 
cal record. 


| N ORDER to bring up-to-date the subject of 


The following requested information composed 
the questionnaire: 


The term “Medical Records” in this ques- 
tionnaire includes the medical history, written 
by the residents and interns, progress notes, 
x-ray examinations, pathological examinations, 
electrocardiograph, metabolism, nursing notes, 
and other laboratory reports. 


Do you believe the medical records of the pa- 


Por @ perebol BO YORE? . ow wick ccs cwcesa 
For @ periee OF Fe POOERT. os os. oe se cbs sks 


a 

Por n-Geeeee OE Oe PORTE! . wg 5 heck vee ccndeaes 
Fora period of 16 Weare’... cc. oie cc cc aeecees 
Por @ OOrted OF TP PORTE? . ow. ioe diese ckuss 
Or Berea OE GS WONOET kk os kee es a ei aes 


Remarks: 
The answers to the questionnaire reveal the 
following: 


Retain permanently .............. 27 
As long as patient lives........... 1 
Se ES v5 kee nO SsE bo 4 
For a period of 20 years.......... 1 
For a period of 10 years.......... 2 


Where “permanent storage’ was not the an- 
swer to the questionnaire, lack of adequate space 
and the expense of maintaining files formed the 
background of all opinions expressed under “Re- 
marks.” Otherwise, I believe that an unanimous 
opinion would have been expressed for retaining 
medical histories permanently. 


Important opinions expressed were: 

1 File nurses’ notes separately from medival 
history, then destroy these notes after statute 
of limitations has passed 

2 For filling out of pension applications, it is 
important to keep medical records only from 
date of Spanish-American war 
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3 Keep medical records during life time of in- 

dividual and for five years thereafter 

4 Keep for old age pensions and Social Secur- 

ity Law 

5 If you have adequate space, keep for senti- 

mental and historical reasons 

6 If you destroy histories, be sure to abstract 

pertinent facts on small cards 

7 Photograph records on 16 mm. film and 

store the film on small 100 foot reels en- 
closed in a cardboard carton 4” x4”x1”, 
(Read article entitled “The Use of Film to 
Store and Preserve Records,” by Stella Ford 
Walker, August, 1938, issue of, Hospital 
Management—Page 17). 

This method is not very expensive as a stand- 
ard size letter 814” x 11” can be micro-filmed for 
.0012 cents. History sheets 814”x11” can be 
photographed at a speed of sixty to seventy per 
minute. This method of preserving records per- 
mits reducing storage space as much as 1/200 of 
the space now required to house the originals. 


Conclusion 


1 Keep medical records permanently if you 
have adequate space. Filing cabinets for his- 
tories up to ten years old should be made of 
metal. Use a cheaper grade of files for his- 
tories older than ten years 

2 If you must destroy old records, abstract 
them on cards 5” x 8” 


3 Nurses’ notes may be destroyed after ten- 
year period. The history, however, should 
be read carefully because often times the 
nurses’ notes contain more information than 
a poorly written history 

4 Photography of records presents an ideal ar- 
rangement, particularly so after the statute 
of limitations has passed 


In the year 1931, Asa S. Bacon made a similar 
study on this subject with practically the same 
result. It is interesting to note that opinions 
have not changed in the past seven years. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


Recent Cases 


Liability of Beneficiary of a Charity for 
Negligence of Servants 


Barr v. Brooklyn Children’s Aid Society, 190 


N. Y. S. 296. 


This case was turned upon the pleadings. The 
court recognized the rule that where a benefi- 
ciary of a charity seeks recovery for the negli- 
gence of servants of the charity, no recovery may 
be had, but, where recovery is based upon negli- 
gence in selecting the servants a judgment may 
be awarded upon sufficient proof. Thus a subtle 
distinction is drawn between negligence of the 
servant and negligence of the authorities who 
have hired him. In the one case a recovery may 
be sustained for negligently selecting the servant. 
In the other, no recovery can be effected for the 
mere negligence of the servant. 


——<————_— 


Liability of Hospital Supplying Ambulance Ser- 
vice for the State for An Injury Caused by 
Ambulance 


Murtha v. New York Homeopathic Medical 
College and Flower Hospital, 228 N. Y. 183, 126 
N. E. 722. 

Plaintiff was riding in a taxi, and was run 
down and injured by an ambulance operated by 
defendant. Defendant was supplying ambulance 
service in return for a yearly payment from the 
state. Defendant sought to escape liability on 
the ground that it was immune because it was, 
at the time of the collision, acting as an agency 
of the state. 

The late Mr. Justice Cardozo, then a justice of 
the New York Court of Appeals, said: “The rule 
is now settled that a hospital, though public, is 
‘liable to strangers, i. e., to persons other than 
patients, for the torts of its employees committed 
within the line of their employment’... The claim 
put forward by the defendant is that it is doing 
the state’s work, and that it shares the state’s 
immunity. 

“We find the claim untenable. . . . The defend- 
ant is neither the state nor a civil division of the 
state. Its position is the same as that of any other 
contractor. If the keeper of a livery stable or of 
a motor garage had undertaken a like service, 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








there would be little obscurity about the resulting 
liability. Not different is the plight of the hos- 
pital whose servants by their negligence have 
worked an injury to strangers. Liability does not 
rest upon the circumstance that the hospital in 
this instance was serving for pay. One traveler 
run down through the negligence of another is 
not concerned to inquire whether the offender has 
gone forth on the highway for the love of man or 
of money.” Thus, a judgment in favor of the 
plaintiff was affirmed. Plaintiff being a stranger 
to the charity, he clearly had a right of recovery. 


ae 


Determining the Validity and Amount of Lien 
for Hospital Service 
Ferguson v. Ruppert, 3 N. Y. S. (2) 9. 

The infant Ferguson sued by his father, as 
guardian ad litem, for personal injuries. De- 
fendant Jacob Ruppert, a corporation, made an 
offer of $1500 to settle the case. The father and 
son made a motion to have the lien of the Lenox 
Hill Hospital determined, and if determined, to 
fix the amount. 


Now, under the New York Lien Law, a hospital 
rendering services to injured persons must com- 
ply with the terms of the statute in order to per- 
fect its lien and obtain compensation for its serv- 
ices. The hospital here filed an affidavit showing 
compliance, and no one attacking the affidavit, 
the court was satisfied that the lien was estab- 
lished. 


The court said: “The responsibility for dis- 
charge of the lien is primarily upon the person 
or corporation who is charged with the negligence, 
and it is for the protection of such person or cor- 
poration that, in the event of dispute as to the. 
amount of the lien and/or whether or not the lien 
has been duly perfected the person or corporation 
required to pay by way of settlement or in satis- 
faction of a judgment can be protected from a 
payment over.” 


It appeared that the hospital was objecting to 
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the jurisdiction of the court to pass upon the lien. 


But the plaintiffs were not attacking the lien so .- 


the court refused to dispose of the case upon its 
merits. Therefore, the court was faced with the 
problem of how to legally satisfy and protect all 
parties. The decision was as follows: “In the 
circumstances here disclosed the plaintiffs will be 
required to deposit the amount of the lien of the 
hospital with the city treasurer as a basis of 
settlement as on this motion only the validity of 
the lien is established. The amount as to rea- 
sonableness of costs may be determined in an 
action brought by the hospital to enforce its lien.” 
Thus, the settlement was made contingent upon 
plaintiff depositing a certain sum out of the settle- 
ment with the city. If the hospital as lienor 
should not be able to establish the reasonableness 
of the amount of the lien, then, in its separate 
proceedings, that amount would be ascertained by 
court order, and the balance, of course, would be 
returned to the plaintiffs. 


— = 


Contract of Employment Not Implied When 
Hospital Acts as Agency in Securing 
Special Nurse 


Brown V. St. Vineent’s Hospital, 222 App. Div. 
402, 226 N. Y. S. 317. 

This was an appeal from an order of the State 
Industrial Board. The Board had allowed a pri- 
vate male nurse compensation for 70 per cent loss 
of use of the index finger caused by an infection 
contracted when the nurse sewed an incision on 
a deceased patient. 

It appeared that an employee of the White Star 
Line had been operated upon at the defendant 
hospital. It became necessary to employ two spe- 
cial nurses, and the hospital authorities so ad- 
vised the patient’s employer, the White Star Line. 
The nurse in question was one of two nurses sent 
from a registry office. The question before the 
court on this appeal was whether he was an em- 
ployee of the hospital and thus entitled to com- 
pensation. In deciding that he was not an em- 
ployee of the hospital the court said: “In this 
case there is testimony on the part of the claim- 
ant that the hospital employed him, directed his 
work, and paid him. These are mere conclusions, 
not sustained by the basic facts. His claim of 
express contract of employment by the hospital 
rests on the fact that a representative of the 
institution called up the ‘Registry’ office and 
stated that two nurses were needed for a patient. 
The ‘Registry’ was an office where a record was 
kept, showing which nurses were at the time en- 
gaged, and which were available for service. The 
hospital authorities had no knowledge of what 
particular nurse would be sent. They were car- 
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rying out the instructions, given on behalf of the 
patient, to secure a nurse whose time would be 


devoted to the patient’s care. They were an 
agency or instrumentality for obtaining neces- 
sary service. When the nurse arrived, it does 
not appear that anything more was done than 
to inform him concerning the patient to whom 
he was assigned, and to give some general direc- 
tions. The agency to employ thus assumed by 
the hospital was either known to the claimant, 
or could readily have been ascertained by inquiry. 


“The hospital retained no right to control or 
direct the work of the nurse. The superintendent 
might, and probably did, from time to time advise 
with the nurse regarding his duties or the care 
of the patient, with the purpose of seeing that he 
was well cared for. But there was not authority 
to give particular directions, or to control the 
services of the nurse by taking him away from 
his immediate duties and assigning him to the 
care of other patients. 


“A nurse is given his general directions by the 
patient (if he is in condition to give intelligent 
orders), or by the person sending the patient to 
the hospital and accepting financial responsibil- 
ity for his care. Both the physician and nurse 
may be selected by the patient or his sponsor; 
but, if no choice is exercised, a physician from 
the staff or a nurse iis assigned to the case. The 
physician, possessing technical skill superior to 
that of the hospital authorities, acts on his own 
independent judgment. It is his orders relative 
to the treatment of the case that the nurse must 
obey. The hospital corporation may not inter- 
fere with this contract by discharging the one 
employed, nor interfere with the method of treat- 
ment, except that it may require the patient, phy- 
sician and nurse to conform with the rules laid 
down for the orderly governance of the hospital, 
and, except possibly as the agent of the patient 
or his employer, it might terminate the service 
of a nurse derelict in his duty. The general rule 
is well settled that in such a case the hospital does 
not accept responsibility by contract, or become 
liable in tort, for the acts of physicians, sur- 
geons or nurses who treat patients in the insti- 
tution. ... 

“It is true that the pay of the claimant was 
delivered to him by an official of the hospital. 
This was only a matter of convenience to the 
employer, who reimbursed the hospital without 
profit for the money so advanced. Likewise the 
employer paid for meals furnished claimant at 
the hospital, which was also a convenience to the 
patient. Proof of such agency does not establish 
an implied contract of employment. 

“Having thus analyzed the theories of the 
claimant and applied the tests determinative of 
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“My Niece 


tipped me off”’ 


CHUCKLED THE CHIEF 


“to something I'd 
known for 20 years’ SO} 
C= 











1. Cute little trick that niece of mine — 
can’t get used to thinking of her as a 
married woman. Went around to see the 
newlyweds’ new home and she almost 


talked my ear off, 





4. “Why”, she exclaims, ‘‘It’s so modern. 


So good-looking. So easy to take care of. 
And you just can’t hurt it. I bet this 
kitchen of mine’ll mever wear out. And 
I’ll tell you something else, too: I bet it 
will be more sanitary than your hospital 


ever was.’’ 


September, 1938 


2. “Look at my kitchen,” she cries, ‘‘did 


you ever see anything more up-to-date? 
Isn’?t Monel wonderful? A stainless metal 
like that ought to be the very thing for 


your old hospital!’ 





5. “You couldn’t want anything cleaner!”’ 
She was wound up by this time. ‘‘It 
simply can’t rust, either. I’ve got some 
in the laundry —she opened a door and 
showed me. “‘See, the tub of my washing 
machine is made of Monel and so is our 


hot water tank.’’ 







3. Now I suppose | should have told her 
then and there that I know all about Monel 
and its stainlessness and that we started us- 
ing it along about the time she was just a 


new noise in our nursery. 





“ | ed be an old fogy a// your life” 


she goes on, “even if you are 
Chief of Staff! This Monel is exactly 
what you want for the hospital laun- 
dry as well as the kitchen. And for 
lots of other things, too, like sterili- 
zers, and cabinets, and laboratory 
tables, and...” 

Well, sir, I finally had to tell her 
that while Monel might be new to 
her, it was an old friend to us. Was 
her face red when I explained that 
everything she had suggested it for 
we already had. But that’s the younger 
generation for you... full of a lot of 
new ideas that everybody but them- 
selves has been hearing about for years! 
The International Nickel Company, 
Inc., 67 Wall St., New York, N. Y. 
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the relationship of employer and employee, we 
reach the conclusion that such relation did not 
SE rad 
pn See 
An Intern Is an Employee of the Hospital 
Within the Meaning of the Workmen’s 
Compensation Act 

Bernstein v. Beth Israel Hospital et al., 236 
N. Y. 268, 140 N. E. 694. 

The question presented was whether an intern 
could be called an “employee” of the hospital 
within the meaning of the Workmen’s Compen- 
sation Act. It appeared that the claimant, an in- 
tern, had been instructed to perform an autopsy. 
While sewing up an incision he punctured his 
finger and blood poisoning set in. The claimant 
was under a two year agreement with the hos- 
pital, receiving only board, lodging, and uniforms 
for his services. The Court of Appeals held that 
the claimant was an employee of the hospital and 
that he was entitled to compensation. In so hold- 
ing the court said: “The claimant, while so en- 
gaged, was the employee of the hospital under 
whose orders he was acting. ... This claimant 
was under a duty to spend his days and nights 
at the hospital, and to render any service, admin- 
istrative or medical, exacted by the hospital 
through its administrative agents, within the 
range prescribed by propriety and custom. He 
was a servant or employee by every test of per- 
manence of duty, of intimacy of contact, and of 
fullness of subjection. 

“The fact that interns in this hospital (unlike 
those in many others) receive no money for their 
services, but only lodging board, and. uniforms, 
does not defeat their right to an award under 
the statute. By section 3, subd. 9, Workmen’s 
Compensation Law (Consol. Laws, c. 67) ‘wages’ 
means the money rate at which the service ren- 
- dered is recompensed under the contract of hir- 
ing in force at the time of the accident, includ- 
ing the reasonable value of board, rent, housing, 
lodging, or similar advantage received from the 
employer.” 

Pon eae 
Liability of Private Hospital for Personal 
Injuries Received by a Visitor 

Schuchatowitz v. Leff, 225 App. Div. 574, 232 
N. Y.S. 618. 

This was an action for personal injuries re- 
ceived by a visitor to the defendant’s privately 
operated hospital. It was shown that the plain- 
tiff had fallen down an open elevator shaft. The 
complaint was dismissed in the lower court. This 
action of the trial court was reversed upon this 
appeal. 

The court was of the opinion that the evidence 
showed that the elevator was out of order, for 
there was evidence to the effect that the door, if 
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open, would not permit the elevator to ascend. 
At the time of the accident the door was open, 
but the elevator was at an upper level of the 
building. The case should have been sent to the 
jury on the question whether defendant was 
guilty of negligence and upon the question 
whether the plaintiff was guilty of contributory 
negligence. 
pes hE 

Liability of Railroad Company for Injury to 

Special Nurse Called to Charitable Hospital 

by Company Physician 

Renouf v. New York Cent. R. Co. et al., 229 
App. Div. 58, 240 N. Y. S. 720. 

This was a proceeding under the Workmen’s 
Compensation Law. Claimant, a nurse, had been 
called by a railroad physician to work under him 
in caring for a patient. The nurse cut her finger, 
and an infection which followed necessitated am- 
putation of the left index finger. At the time of 
the injury the claimant was on special duty. 

It appeared that the doctor was employed by 
the railroad and that he had authority to hire 
the claimant. It was shown also that the injury 
was received in a charitable hospital, not con- 
nected with the railroad company. The court 
held that the claimant was clearly not an em- 
ployee of the hospital inasmuch as she was on 
special duty, and had been called in by a surgeon. 
However, she was held to be an employee of the 
railroad company whose surgeon had hired her. 
Consequently, she was entitled to compensation 
only from the railroad and not from the hospital. 

EE RE ae 
Liability of State Hospital for Injuries Based on 
Negligence to Provide Adequate Number 
of Attendants 

Curley v. State, 148 Misc. Rep. 336, 265 N. Y. 
S. 762. 

This was an action for injuries, against the 
State, based upon an assault committed by one 
insane patient upon another, resulting in a frac- 
ture of the latter’s hip. 

The action was grounded upon negligence in 
failing to provide a proper number of attend- 
ants. The evidence was that two attendants were 
performing the duties which would ordinarily 
have been undertaken by eight attendants. Fail- 
ure to have enough attendants was negligence, 
and a recovery was allowed. The court said: 
“The administrative officers of the hospital had 
assigned four to that ward and then sent two of 
them away to perform other duties in the hos- 
pital without putting any substitute in their 
places. This constituted gross negligence on the 
part of the administrative officers of this hos- 
pital and a careless disregard for the safety and 
welfare of the insane patients committed to their 
care.” 
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trators, sponsored by the American College of 

Hospital Administrators, in cooperation with 
the Association of Western Hospitals, the Asso- 
ciation of California Hospitals, and the Western 
Conference of the Catholic Hospital Association, 
opened a two weeks course on August 8, 1938, at 
Lagunita Court, Stanford University, California. 
B. W. Black, M.D., second vice-president of the 
American College of Hospital Administrators, as- 
sisted by Walter J. Clark, executive secretary of 
the Association of Western Hospitals, and by Ger- 
hard Hartman, acting executive secretary of the 
American College of Hospital Administrators, di- 
rected the conference. 

Ninety-seven hospital administrators and ex- 
ecutives registered from hospitals in California, 
Washington, Oregon, Utah, Arizona, Idaho, Mon- 
tana, British Columbia, Manitoba, and Alberta, 
as well as from Hawaii and China. Sixty-seven 
hospitals and sanataria were represented. 

Nationally recognized leaders participating in 
the Institute were Malcolm T. MacEachern, M.D., 
Associate Director of the American College of 
Surgeons; Robin C. Buerki, M.D., President-elect 
of the American College of Hospital Administra- 
tors; James A. Hamilton, first vice-president of 
the American College of Hospital Administrators; 
and Benjamin W. Black, M.D., Director of the 
Western Institute. 
~ In his address to the administrators, Dr. Mac- 


Te Western Institute for Hospital Adminis- 


Western Institute for Hospital Administrators 


Eachern pointed out that the effort expended in 
securing the medical records of patients is wasted, 
unless the records are preserved in such a way 
that they will be not only available but attractive 
for the purposes for which they were intended. 
He outlined the use and need for good medical 
records. 


Dr. Buerki stressed the need for additional edu- 
cational preparation on the part of hospital ad- 
ministrators. 


James A. Hamilton, in his address on hospital 
organization and personnel, showed the necessity 
for scientific hospital organization in order to 
provide the patient maximum of care at a mini- 
mum of cost. Mr. Hamilton also discussed the 
need of an enlightened approach to hospital per- 
sonnel problems both on the part of hospital ad- 
ministrators and employees. 


Medical staff' organization is one of the most 
difficult aspects of hospital management, accord- 
ing to Dr. B. W. Black. The objectives of the in- 
stitution must not be forgotten in integrating the 
many specialized professional services necesssary 
for rendering adequate care to the patient. 


Other aspects of the subject discussed included 
group hospital insurance, medical social service, 
nursing education and nursing service, tubercu- 
losis hospitals and sanataria, medical legal prob- 
lems, and the convalescent sanataria in relation 
to the hospital. 





The Western Institute for Hospital Administrators 
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Minnesota Hospital: Association Insurance 
Committee Report 1938 


Editor’s Note—The Report of the Insurance Committee of the Minnesota State Hospital Association 
for the year 1938 brings to the attention of the hospital field the importance of a close study of insur- 
ance rates. A survey of the insurance coverage for hospitals for all classes of insurance made in each 
state would, in all probability, show the same results of the survey made by the Insurance Committee for 


Minnesota. 


The cost of insurance is an important item in the operating budget of a hospital. In the aggregate, 
the hospitals pay millions of dollars annually for all kinds of insurance protection. The comparatively 
small amounts paid by insurance companies to hospitals for losses sustained strongly suggests that a 
concerted study be made which would warrant a downward revision of the existing rates. 


worthy of careful study. Your standing In- 

surance Committees has endeavored to secure 
preferential rates for hospitals based upon low 
loss claims paid. The Insurance Rating Bureau, 
who determines the rates for most of the various 
types of insurance, knows that your Association 
maintains an active Committee who will demand 
fair rates for all insurance. 


Fire insurance rates have been materially re- 
duced whereas liability insurance rates have been 
substantially increased. The explanation offered 
by liability insurers is that the public now want 
to sue on the slightest provocation and this ne- 
cessitates the expensive legal defense of many 
questionable claims. 


Your Committee’s chief activity during the 
past year was to gather, by means of a question- 
naire, the premiums paid for liability and mal- 
practice protection, and the losses paid. This 
survey tabulated covering 122 hospitals respond- 
ing revealed that these hospitals were paying an 
exhorbitant rate and the matter was forcibly 
brought to the attention of the insurance com- 
panies with the result that you should secure 
material reductions in your premiums when re- 
newing your malpractice insurance. The pre- 
miums and losses tabulated from the question- 
naire were printed in an issue of Minnesota Hos- 
pitals. A few figures based upon the last five 
years may be of interest. 


| woreny of is a big item of hospital expense 


Malpractice 


Sixty-five hospitals paid premiums of $91,- 
957.00 for malpractice insurance. Losses paid— 
$31,813.00. Lowest annual premiums was $67.00 
and highest, $1,464.00. The lowest loss paid was 
$33.00 and the highest was $55.00. 


Public Liability 
Seventy hospitals paid premiums of $25,859.82 
for public liability insurance. Loss paid—$4,- 
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438.09. The lowest claim paid was $7.00 and the | 
highest claim was $1,500.00. 


Elevator Liability 


Thirty hospitals paid premiums of $10,653.65 
for elevator liability insurance. Losses paid— 
$84.25. The lowest claim paid was $34.25 and the 
highest was $50.00. 


Boiler Liability 


Forty-three hospitals paid premiums of $14,- 
555.65 for boiler liability insurance. Losses paid 
—$31.00. The only claim paid was $31.00. 

The total premiums paid in five years for mal- 
practice, public liability, elevator liability and 
boiler explosion insurance amounted to $143,- 
026.00. The total amount of claims paid was $36,- 
367.00 or approximately 25 per cent of the 
premiums paid by the insured hospitals. 

One hospital as the result of this survey se- 
cured a rate reduction of $318.00 or 30 per cent. 


Suggestions for Securing Lower Insurance Rates 


Possibly some hospital executives present are 
asking the question “How can I secure more pro- 
tection for every dollar spent for insurance?” 
A few suggestions may be helpful and pay good 
dividends. Your Committee believes competition 
is the life of trade. Therefore shop—secure quo- 
tations from stock and mutual companies. De- 
mand service and do not place your insurance on 
a friendship basis. A good insurance agency can 
render your hospital a valuable service by analyz- 
ing your insurance requirements and securing 
every possible credit so that you secure the maxi- 
mum protection for minimum premiums. Re- 
placement valuations by competent contractors 
gratis and inventories of furnishings and equip- 
ment should be revised at least every five years 
or you may have considerable difficulty in securing 
a fair adjustment of a loss. You can not adjust a 
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loss from memory and valuations and inventories 
are most important. Carry some insurance in 
mutual companies and use this threat to secure 
concessions from stock companies. Remove haz- 
ards, insist upon periodical inspections and rate 





Report on Returns of Insurance Questionnaires 









































PREMIUMS PAID 
1937 


Number 
Reporting Total Lowest Highest 


revisions. If you have fireproof buildings investi- Mal Practice ..... 75 $21,788.47 $67.50 $1,464.69 
gate the supplementary coverage to your fire Public Liability ... 70 6,964.75 10.00 620.65 
insurance policies. Some hospitals now enjoy this Elevator ......... 26 2,161.72 16.00 260.00 

MES ketenes 30 2,133.52 6.00 392.73 


new and wider protection including windstorm, 
hail, explosion, smoke damage, riot, etc. for very 
little more than they formerly paid for limited nieheesinc:vuliedledeitec 

hail and cyclone insurance. Do not allow hospital Mal Practice ..... 65 = $91,957.30 $227.56 $7,099.50 


employees to use their own cars to do hospital ~ - egaiged a “ pect ge an Ties 


errands unless they have automobile liability in- ie 43 14,555.65 30.00 1,988.76 
surance with the hospital named as protected in san amh he 
their policies which can be arranged without ad- ar 
ditional cost. Some malpractice premiums are LOSSES 
based upon occupancy subject to an audit. Those 1937 
written for a set fee are usually cheaper an 
referable P d Mal Practice ..... 75 $11,208.06 $33.00 $5,500.00 
P 5 Public Liability ... 70 2,750.55 72.55 1,500.00 
We feel confident your Insurance Committee Blevater ......... No Losses Reported 
will continue to secure the best possible rates for Boiler ........... No Losses Reported 
our hospitals. This Committee will request your 
officers to solicit the cooperation of the American Total for Last 5 Years 
Hospital Association in an effort to secure lower Mal Practice ..... 65 $31,813.31 $150.00 $5,700.00 
fire insurance rates based upon our low loss rates Public Liability... 61 4,438.09 7.00 1,500.00 
due to continuous occupancy. Elevator Best once eke 30 84.25 34.25 50.00 
. re ee 43 31.00 31.00 31.00 
Respectfully submitted, omemiannane 
REVEREND BOHN FISHER ' $36,366.65 
Roy WATSON NOTE: Of a total of 122 hospitals reporting, 35 hos- 
Victor M. ANDERSON pitals carried no insurance for malpractice and public lia- 
Chai é bility; 11 hospitals carried no public liability insurance 
arman and 9 hospitals carried no malpractice insurance. 
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General McCloskey Appointed Warden of Cook County Hospital 


Brig. General Manus McCloskey, a retired army the appointment of a medical director who would, 
officer, has accepted the appointment of warden at the same time, be a director of all the other | 
of Cook County Hospital, Chicago. General county control eleemosynary institutions. The 
McCloskey succeeds Michael Zimmer, who has committee, after conferring with several promi- 
served as warden of the hospital for the past nent medical hospital administrators, finally rec- 
twenty years. ommended the appointment of Dr. B. W. Black, 


Medical Director of Alameda County Institutions, 
Oakland, California. Dr. Black could not see his 
way clear to accept the offer of the position. 


Cook County Hospital is one of the largest, if 
not the largest, general hospital in the world un- 
der one direct administrative control. As a gen- 
eral hospital it serves the population of the City 
of Chicago, as well as the remainder of Cook 
County. The Board of Managers of Cook County 
has control of the hospital. 


There was a division among the advisory com- 
mittee as to whether or not a medical director 
should be appointed, and after Dr. Black had de- 
clined the position the appointment of Brig. Gen. 











For several years past there has been an effort McCloskey was determined upon. 
made to change the administrative set-up in this 
large institution. A committee of five prominent General McCloskey was a distinguished officer 
citizens of Chicago was appointed by the County in the World War. He is a graduate of West . 
Commissioners to conduct a survey of the insti- Point. He spent many years of his post-war serv- 
tution and recommend such changes as were nec- ice in Chicago, and was at one time the Com- 
essary. This advisory committee recommended mander of Fort Sheridan. 
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PRESENTING THE NEW - 


ENLARGED—COMPLETELY REVISED 


e Introduces 737 new items not listed before e Practically all ground joints, 
stoppers and stopcocks are now interchangeable e Prices reduced on 550 
items e Discounts now apply on assortments of only 20-packages, and many 


items are packaged in smaller quantities. 


This is, we believe, the most comprehensive general 
catalog of scientific glassware ever offered in this 
country. We call your attention particularly to the new 
apparatus, and to the interchangeability of practically 
WU Me pcoltbete Mop (ti ol-barch 





Please forward to me a copy of the new ‘/PYREX” Brand 
Laboratory Glassware catalog LP 18. 


Company or Institution 
Address 


City and State 
Please place my name on your regular Mailing List [J 


""PYREX”’ is a registered trade-mark and indicates manufacture by 


CORNING GLASS WORKS e CORNING, NEW YORK 
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Physiotherapy in Minnesota 


SARA E. KOLLMAN 


agents for therapeutic purposes, is one of the 

oldest therapies, although it has received rec- 
ognition only since the World War. Minnesota, 
a pioneer in medicine, agriculture, and industry 
is also a pioneer in the field of physiotherapy, for 
in 1919-20 three institutions almost simultane- 
ously organized departments of physiotherapy— 
the Gillette State Hospital, the Mayo Clinic, and 
the Dowling School. From that modest beginning 
there has gradually developed a state-wide pro- 
gram for the care of patients who can be bene- 
fited by the use of physiotherapy. 


In 1921 fifty physiotherapy aides, who had 
served during the World War, formed an organ- 
ization which later became known as the Ameri- 
can Physiotherapy Association. This group has 
endeavored to uphold the highest professional 
standards, and works only under medical super- 
vision. 


Passents tor terape or the use of physical 


Training for Physiotherapy Technicians 


One of the early problems for consideration was 
the necessity of procuring suitable training for 
technicians. In 1925, the American Physiother- 
apy Association, approved by the Council of Phy- 
sical Therapy, presented a list of courses which 
provided what they considered adequate training. 
Since 1934 the Council on Medical Education of 
the American Medical Association has assumed 
that responsibility. Applicants for membership 
in the American Physiotherapy Association must 
be graduates of accredited schools of nursing or 
physical education and have completed a course 
in an approved school of physical therapy. Re- 
cently the American Congress of Physical Ther- 
apy has organized a registry for physical therapy 
technicians. The registry is approved by the 
American Hospital Association. 


In Minnesota, one of the greatest aids in the 
development of physiotherapy has been through 
the establishment of well-equipped departments 
in hospitals at Rochester, Duluth, Winona, and 
the Twin Cities. As a result, patients in these 
hospitals have the advantage of receiving treat- 
ment when acutely ill or at an early stage of con- 
valescence. 


Wise selection of the personnel determines to a 
large degree the success of a department. A med- 


_ Presented before the Minnesota Hospital Association Conven- 
tion, Minneapolis, Minnesota, May 20, 1938. 
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ical director keenly interested in physiotherapy 
should be in charge, and the treatments should 
be given by well-trained technicians or physio- 
therapists. 


Physiotherapy Equipment 


The equipment depends upon the types of pa- 
tients to be treated. Diathermy, ultra violet and 
heat lamps, whirlpool baths, stall bars, and suit- 
able tables for giving treatments are essential. 
But more important than equipment are skilled 
hands of the technicians; without them, the de- 
partment becomes a lifeless machine! The size of 
the department depends upon the scope of treat- 
ments given. Some hospitals include fever ther- 
apy, pressure and suction, and Elliott treatments 
in the physiotherapy departments. 


Physical therapy is used by practically every 
service in the hospital. It is impossible to enu- 
merate the many types of cases referred by sur- 
gery and orthopedics. Suffice it is to say that 
following fractures early restoration of function 
is aided by the use of heat, massage, and active 
motion; following a muscle transplant, the early 
re-education of muscles is imperative; and fol- 
lowing arthroplasty exercises are necessary at an 
early stage; diathermy is widely used for the 
treatment of bursitis and sprains. 


Diseases in Which Physiotherapy May Give Relief 


Arthritis outnumbers all other diagnoses re- 
ferred by the department of medicine for physio- 
therapy. Heat in the form of diathermy, infra 
red lamps, hot packs, and paraffin wax baths give 
relief to the patients. Massage, after the acute 
stage has subsided, in addition to active and pas- 
sive motion of the affected joints aids mobility. 
Massage and simple graduated exercises aid tre- 
mendously in the restoration of weakened mus- 
cles of a patient recovering after a long illness. 
Mention should be made of excellent results in 
the treatment of lobar pneumonia by the use of 
diathermy. 


Many of the children referred for physiother- 
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N o law exists which permits government licensing of 
dextrose solutions. But such solutions, produced in a laboratory equipped 
for the production and meticulous testing of biologicals—a laboratory 
staffed by technicians of the calibre demanded in a government-licensed 


biological laboratory—are safe solutions. 


The careful clinician appreciates that no product—licensed or not 


—is safe for intravenous injection unless it has been proven safe. 


Dextrose Solutions in Saftiflasks are tested as exactingly as biologicals. 
Tested chemically, biologically, physiologically — by technicians who 


have nothing to do with the products’ manufacture. 


For safety— specify dextrose and other solutions in Saftiflasks. Easy 
to use. Available in half-liter, one and two liter sizes. Cutter Laborator- 
ies (U. S. Gov’t License No. 8) Berkeley, Calif. 111 N. Canal St., Chicago. 
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fit. No loose parts to wash, sterilize, and re- 
assemble. No involved technique, with result- 
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apy by the department of pediatrics are also on 
orthopedic service. Poliomyelitis, spastic paral- 
ysis, congenital deformities, post-operatives, os- 
teomyelitis and rickets include some of the diag- 
noses. These children receive ultra violet, heat, 
massage, muscle training, instructions in walk- 
ing, and exercises in the therapeutic pool. About 
65 per cent of the patients at Shriner’s Hospital 
and at Gillette State Hospital for Crippled Chil- 
dren receive physiotherapy. 


Various types of nerve lesions are referred by 
the department of neurology; these cases are 
usually of long duration and require not only very 
careful treatment but the maintenance of the pa- 
tient’s morale. 


The department of dermatology refers erysipe- 
las, psoriasis, pityriasis rosea, and other skin dis- 
eases for ultra violet. 


Attention should also be called to the number 
of cases referred from the out-patient depart- 
ment; in some hospitals this amounts to about 
50 per cent of the total number of cases treated. 
These patients, many of whom are from distant 
parts of the state, are often transported from 
Rest Homes. In many instances it is the only 
opportunity for them to receive physiotherapy. 


Importance of Proper Instruction for Patients 


Although the skill with which a treatment is 
given is of vast importance, of almost equal im- 
portance is the ability to properly instruct pa- 
tients or members of their families how to con- 
tinue the treatment following dismissal from the 
hospital. Few can afford, nor is it necessary to 
remain in the hospital or city until recovery is 
complete. Work about the home frequently offers 
more opportunity for varied exercises than for- 
mal muscle training, and if the patient realizes 
how and what is to be accomplished, physiother- 
apy may be carried through to the finish. 


The Physiotherapy Department in the Hospital 


What is the value of a physiotherapy depart- 
ment in a hospital? To the patient, it hastens 
recovery, and almost without exception it im- 
proves his morale; he becomes hopeful instead 
of discouraged; he becomes cooperative instead 
of listless. The hospital derives benefit from the 
department because it lessens the number of days 
per patient, thus providing care for a greater 
number of patients. Instructions in the princi- 
ples of physical therapy is made available to medi- 
cal students and to nurses. Although the use of 
physical therapy is recognized as a part of medi- 
cal practice, knowledge concerning the exact phy- 
siological effects and therapeutic usefulness is still 
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limited. Results have been largely clinical, and 
- the opportunity offered in the field of research 
is unlimited. 


Physiotherapy in Other Institutions 


In addition to the physiotherapy departments 
in hospitals, several other institutions are doing 
excellent work in Minnesota. Of outstanding im- 
portance is the care given to children at Dowling 
School, Minneapolis; at Lindsay School, St. Paul; 
and the Kate Barnes class for Crippled Children, 
Duluth. State aid is given for the education 
of crippled children, and in the above cities this 
money for part of the maintenance of these spe- 
cial schools. 


Besides offering to these children an opportu- 
nity for an education, the schools have long rec- 
ognized the value of physiotherapy as a part of 
the school program. The pupils, consisting of 
spastics, poliomyelitis, congenital deformities, 
posture, and osteomyelitis cases, are of elemen- 
tary school age. 


Each of these schools employs on their staff 
registered physiotherapists who are members of 
the American Physiotherapy Association or the 
Registry of the Congress of Physical Therapy. 
The Dowling School was the first in Minneapolis 
to employ a physiotherapist and has continued 
the work since 1920. Each school has an attend- 
ing orthopedist under whose direction and super- 
vision the physiotherapist works. 


The types of physiotherapy in these schools 
consist mainly of the use of heat, massage, indi- 
vidual muscle training, general corrective exer- 
cises, and under-water exercises. 


The Curative Workshop 


Minneapolis is especially fortunate in having 
an institution such as the Curative Workshop,? 
which is a branch of the Community Health Serv- 
ice. It is supported by the Community Fund, and 
by the Junior League of Minneapolis. Free care, 
or care at a small fee is made available to the 
residents of the city for those unable to pay for 
the services of a private physiotherapist. 


The shop has well-equipped physiotherapy and 
occupational therapy departments. The staff con- 
sists of six physiotherapists who are registered 
nurses and who have had post-graduate work in 
accredited schools of physical therapy. There are 
also three occupational therapists, a nutrition and 
a mental hygiene consultant. 


Each patient is under the care of a physician, 
and treatments are given in the home as well as 
at the shop. If necessary, a car is provided to 
transport the ambulatory patients to the shop. 
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Unhampered, free, flexible fingers .. . 
that’s what a surgeon wants when he 
operates. And that’s what Seamless Stand- 
atd Gloves give him. 





“Gloveless gloves” is the description of 
one hospital superintendent who ought to 
be an advertising man, and that’s just 
about what they are. Gossamer-thin, ana- 
tomically molded, uniform from finger tip 
to wrist, they fit like a second skin, respond 
to every movement, give the wearer that 
bare-handed feeling every moment. Yet 
they’re far stronger than a surgeon’s glove 
need ever be. Thousands of buyers regard 
them as standard for all surgeons’ gloves 
... will accept no other kind. 


The next time you order gloves, specify 
Seamless Standard—standard in name... 
standard in fact. 


SsSeamiess 
Standard suRGEONS’ GLOVES 


Made by The Seamless Rubber Co., New Haven, Conn. 
BROWN LATEX ° WHITE LATEX ° BROWN MILLED (Banded Wrist) 
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The types of cases treated are usually ortho- 
pedic in nature. A third of the recent poliomye- ~ 
litis cases reported in Minneapolis have been 
treated through the services of the Curative 
Workshop. A large group of spastic children also 
receive care. They are kept under observation 
for at least eight or nine months in order to give 
them every opportunity to profit both by physio- 
therapy and occupational therapy. When these 
children reach school age or are capable of pass- 
ing ‘an intelligence test, they are transferred to 
Dowling School. Posture cases, requiring indi- 
vidual corrective work, are referred by the pub- 
lie schools. 
































Teaching the patient or a member of the fam- 
ily to give treatments offer a unique opportunity 
because the demonstration can be given in the 
home, using only the eqifipment which is avail- 
able there. 


The staff of the Curative Workshop cooperates 
not only with the private physician but with the 
social agencies in the city in order to aid the pa- 
tient to make necessary social adjustments. 


Services for patients who are unable to pay full 
fees are available at the hospitals and at the 
Curative Workshop. Private patients may also re- 
ceive care at the hospitals, and there are several 
physicians who employ registered physiothera- 
pists in their offices. 


Supervision of Crippled Children in Rural Areas 


There has been a long-felt need for supervision 
of the crippled child living in the rural areas, but 
it was not until the Social Security Act* was 
passed. in August, 1935, that such a service be- 
came available. In this Act provision was made 
for the extension and improvement of services to 
crippled children, especially in the rural areas, 
and areas suffering from severe economic dis- 
tress. Although an effort was made to instruct 
the parents on the home care of the patient, no 





supervision was possible other than to attempt to 
get the patient back to the hospital for periodic 
examinations. As a result, many of them did not 
return. 


The state agency which was established in Min- 
nesota for the care of crippled children, under the 
Social Security Act, is the Division of Services 
for Crippled Children. A staff of five trained 
physiotherapists work in the rural areas. They 
follow up discharged hospital patients, and pa- 
tients who are examined by the orthopedic sur- 
geons in rural field clinics. The treatment is 
given in the home and a member of the family is 
again instructed in regard to carrying out the 
exercises daily. Although this type of service 
cannot be as effective as continuous supervision 
in the hospital, it is a long step in the right direc- 
tion. In the year 1937, approximately four hun- — 
dred children were referred to these workers for 
this type of service. The physiotherapy service 
is only one part of a diversified program, but it 
has in the short period of two years made an 
important contribution to the success of the pro- 
gram. 


In less than twenty years, Minnesota has made 
a record of which to be proud. Hospitals, schools, 
Curative Workshop, and the Social Security pro- 
gram have contributed their share in the growth 
and development of physical therapy. It will be 
noted that at present children are especially fa- 
vored, but it is to be hoped that the adults may 
receive more consideration in the near future. 
Undoubtedly, there will be many changes during 
the next twenty years, for the fact that physio- 
therapy bears a very close relationship to many 
medical specialties, emphasizes its value to medi- 
cine as a whole. 


References 


1 Report from Miss Baethke—Dowling School 

2 Condensed from report sent by Miss McDermott—Cura- 
tive Workshop 

3 Condensed from report sent by Miss Harrison—Social 
Security Program 
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The late Dr. Emanuel Friend, senior attending 
surgeon of the Michael Reese Hospital, Chicago, 
left an estate considerably over one million dol- 
lars for the construction and maintenance of a 
non-sectarian convalescent home for the poor of 
Chicago. This institution will be erected as a 
memorial to his father and mother, Berman and 
Hannah Friend. The trustees of his estate were 
also advised to offer the control and management 
of the charitable home to Michael Reese Hospi- 
tal, but it is stipulated that the institution shall 
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Dr. Emanuel Friend, Benefactor 


always be operated as a separate and distinct 
charity, never to become merged with the Michael 
Reese Hospital. In the event that the Michael 
Reese Hospital does not agree with these provi- 
sions, the will stipulates that the management of 
the new home be offered to the Albert Merritt 
Billings Hospital of the University of Chicago. 
The Michael Reese Hospital, where he had 
served for fifteen years, receives $15,000 and his 
entire library of medical books, surgical instru- 
ments, and apparatus. 
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Topay over 3200 hospitals use 
Mennen Antiseptic Oil routinely in their 
maternity departments—for removing the 
vernix, for the baby’s first antiseptic 
cleansing, and for the baby’s routine daily 
anointings. 


The experience of these hospitals demon- 
strates that the oil definitely helps keep the 
baby’s skin safer from infection—that 
it is a valuable aid in the prevention and in 
the control of impetigo. 


The oil is non-irritating, non-toxic, self- 
sterilizing and won’t become rancid. It is 
pleasant to use, does not stain linen, washes 
out easily, leaves no greasy residue. 


If you are not now using it in your hospi- 
tal, write for free test quantity. 
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MENNEN Antiseptic OL 
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What Shall We Drink? 


VESTA H. SWISHER 


edge of the principles of diet will be con- 

sidered an essential part of our education. 
It is rather generally accepted that what we eat 
and drink has a decided influence on our mental 
and physical work and our resistance against 
disease. 

Beverages play an important role in the diet of 
the sick. They are valuable because they offer 
nourishment in an easily digestible form and be- 
cause their flavor stimulates the appetite. It is 
highly important, therefore, that they should be 
prepared and served in such a way as to make the 
greatest possible appeal to the patient. Cold 
drinks should be chilled, and hot beverages should 
be hot and served immediately after being pre- 
pared in the best or most attractive glassware or 
china the house affords. Only the freshest in- 
gredients should be used. 


Coffee 


Coffee is a universally used beverage in Amer- 
ica. The “beans” or “berries” are obtained from 
the drupes of a small evergreen tree of the genus 
“caffea” growing in Abyssinia, Brazil, Arabia, 
Persia, Java, and other regions of Asia and Africa 
and tropical America. The shrub, which probably 
gets its name from Kaffa, a province of Abyssinia, 
has a creamy white flower and red cherry-like 
fruit. Centuries ago this shrub was beautiful 
enough to adorn the gardens of the wealthy. It 
was taken to South America where today is grown 
the better grades of Mocha. 

There is a charming legend about the discovery 
of coffee. 

Long, long ago an Arab boy was lying in the 
shade of a tree watching his goats graze on a 
near-by hillside. The sun was high in the hea- 
vens. The air was filled with pungent smells of 
the warm earth. Suddenly the startled goatherd 
saw his flock skip and dance about, as if to frolic 
in the sun were the most delightful of pastimes. 
The boy ran over to the goats and found them 
eating the berries of a wild shrub. To him this 
seemed like magic. He ran quickly to a neighbor- 
ing monastery and told the abbot what had hap- 
pened when his goats ate the berries. The abbot 
returned to the pasture with the boy, watched the 
dancing goats, then gathered some berries. On 
his return to the monastery he experimented by 
brewing the berries. The monks were pleased with 
the stimulating beverage—it helped to keep them 
from falling asleep over their nightly ceremonies. 


Te time is fast approaching when a knowl- 
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Coffee has an alkaloid caffein which stimulates 
nerves and heart. Coffee leaves have more caffein 
than the berries but they lack the aroma that the 
volatile oil gives coffee so that little use is made 
of them. 

Roasting is necessary to develop the delightful 
aroma and flavor. Java coffee is considered the 
finest. Mocha commands a higher price, owing to 
certain acidity and sparkle, which alone is not de- 
sirable but when combined with Java is best suited 
to the average taste. 

Coffee is often adulterated with chicory beans, 
peas, and various cereals which are colored, 
roasted, and ground. 

In Abyssinia the roasted coffee bean has been 
used to form a beverage from time immemorial. 
In Persia it is known to, have been in use as early 
as the year 875. 

Coffee Houses 


We are told that the first coffee house was 
started in 1554 in Constantinople. The use of cof- 
fee is said to have been introduced into England 
about 1650 when coffee houses were opened in 
Oxford and London. At this time there were 
many in Italy and France. A few, notably in Paris 
and Florence, are said to have survived in the 
original spot for more than two centuries. 

The coffee houses were at that time the chief 
organs through which the public opinion of the 
metropolis vented itself. Every man of the upper 
or middle class went daily to the coffee house to 
learn the news and discuss it. 

BOILED, PERCOLATED, AND DRIP COFFEE 
2 level tablespoons coffee 
1 cup water 

There are 3 principal methods of making coffee: 
percolating, boiling, and the drip method. Coffee 
for the percolator should be more finely ground 
than for boiling and still finer for the drip method. 

Boiling—Pour one cup of cold water in the cof- 
fee pot for every two level tablespoons of coffee 
and let come to a boil. Settle with a little cold 
water and set aside to steep for 2 or 3 minutes. 

Percolating—Put the water either cold or fresh- 
ly boiling in the bottom of the percolator, put cof- 
fee in the strainer top, set over fire and allow the 
coffee to percolate 3 to 5 minutes. 
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ROSPERITY precision equipment is fool-proof, 
easy to use. It gears every step of the laundry 
process . . . co-ordinates every machine . . . so 
smoothly that the desired “end point’—a rapid, 
uninterrupted flow of properly laundered linen—is 
produced. Quality of work is higher, costs are defi- 
nitely lower. 


That's what we mean by Prosperity precision 
laundering. It is the result of 23 years of Prosperity 
development of co-ordinated automatic laundry ma- 
chines. It means a complete line of Prosperity equip- 


ment that works together with an easy, unhurried Automatically timed and operated, the Prosperity End-Door 
Washer follows washing formulas to the precise second— 
reducing washing time, saving wear on linens. 


rhythm and speed. From start to finish every opera- 
tion moves according to an efficient, carefully- 
worked-out plan. 


You can make a start toward this planned, pre- 
cision laundering in your laundry right now. Mail 
the coupon and one of our field men will call—abso- 
lutely without cost or obligation to you—to make a 
survey of your entire laundering problem. 





See the Prosperity Exhibit at the American Hos- 


pital Association, Technical Exposition (Booths 229- NJ . 
230), Dallas, Texas, Sept. 26-30. Large output, high over-all economy and silent operation 
. . . plus no aprons, no pressure springs . . . make this 
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Drip Method—A drip coffee pot is used. Place 
coffee in drip, pour the boiling water over it. Serve 
as soon as the water has dripped through. 


MALTED COFFEE 


Mix six tablespoons of malted milk with three 
cups of whole hot milk. Enrich this by the addi- 
tion of two or three tablespoons of cream if you 
so desire. Pour in enough hot strong coffee to 
make a pint and sweeten to taste. 


Tea 


The tea of commerce is prepared from the 
leaves of a shrub cultivated in China, Japan, India, 
Ceylon, and other parts of southern and eastern 
Asia. The earliest leaves are the best and highest 
flavored; the second and third gatherings are 
more bitter and woody. 

There are two great classes of tea, the green 
and the black. The difference is in the way in 
which the leaves are treated in the drying. Green 
teas are quickly dried and fired; black teas are 
allowed to ferment a few hours before drying and 
firing. 

The principal constituents of tea are caffein, 
tannic acid, and volatile oil. Its stimulating prop- 
erties are due to the caffein; its flavor to the vola- 
tile oil. 

Tea is mildly stimulating and hence refreshing, 
removing the sense of bodily fatigue, in contrast 
to caffein which is overstimulating to some per- 
sons, causing restlessness, sleeplessness, and 
muscular tremors. Caffein should not be given to 
children or to adults with a tendency to nervous- 
ness. If one wishes to avoid the retarding effect 
of tea on salivary digestion, teach the patient to 
eat his meal before he sips his tea. In this way 
time is given for the saliva to perform its intended 
function. 


MAKING TEA 


14 teaspoon tea 1 cup boiling water 

Scald the tea pot which should be of silver, 
crockery, or granite ware. Put in the tea, add 
freshly boiling water and let infuse 3 to 5 min- 
utes. By no means allow it to boil, for boiling dis- 
sipates the aroma and extracts the tannin. Strain 
into hot cup and serve with cream and sugar or 
with sugar and slice of lemon. 


Cocoa and Chocolate 


The cacao tree is native to Mexico, but is ex- 
tensively grown in South America, and the West 
Indies. Cocoa and chocolate are both prepared 
from seeds of the cacao bean. The bean pod is 
from 7 to 10 inches long and 3 to 4 inches in 
diameter. Each pod contains 20 to 40 seeds. The 
seeds are submitted first to what is termed a 
sweating process and then like coffee they need 
roasting to develop the flavor. The beans are 
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broken and sold as cocoa-nibs and these in turn 
are ground into a smooth paste and incorporated 
with refined sugar or arrowroot or some other 
starch. 

Cocoa and chocolate differ from coffee inas- 
much as they contain nutriment as well as stimu- 
lant. Many people who abstain from tea or cof- 
fee find cocoa indispensable. Not only is it val- 
uable for its own nutriment but for the large 
amount of milk used in preparing it. Cocoa may 
be well placed in the dietary of a child after his 
third year. Invalids and those of weak digestion 
can take cocoa where chocolate would prove too 
rich. 

BREAKFAST COCOA 
2 teaspoons cocoa 14 cup boiling water 
2 teaspoons sugar 34, cup milk 

Few grains salt 

Scald milk. Mix cocoa, sugar, salt, and dilute 
with one-half cup boiling water to make smooth 
paste. Add remaining water and boil five min- 
utes. Turn into scalded milk and beat two min- 
utes with egg beater to prevent scum from form- 
ing. Serve hot. 

CHOCOLATE 
2 ounces sweetened chocolate Few grains salt 
4 cups milk Whipped cream 

Scald milk, add chocolate and stir until melted. 
Bring to boiling point, beat and serve in choco- 
late cups with whipped cream sweetened and fla- 
vored. 


Summer Beverages 


ORANGEADE 
14 cup orange juice 1 tablespoon sugar 
1 tablespoon lemon juice %4 cup water 
Make a syrup of the sugar and water by boil- 
ing together one minute. Cool and add the orange 
and lemon juices. Serve with cracked ice. 
LEMONADE 
2 tablespoons lemon juice 
114 tablespoons sugar 
Method same as orangeade. 
FRUIT BEVERAGES 
Juice of 1 orange Juice of 1 lemon 
1 tablespoon sugar 14, cup strawberry or 
114 cups water other fruit juice 
Extract the juice of the orange and lemon; 
strain through a cheese-cloth; add to it sugar, 
water, and other fruit juice; serve with cracked 
ice. 


1 cup water 


MINT JULEPS 
114 cups boiling water 14 cup strawberry juice 
14 cup sugar or raspberry juice 
2 fresh mint sprigs Juice of 1 lemon 
Boil the sugar and water for 3 minutes and 
add crushed mint. Let stand five to ten minutes, 
strain and add the fruit juices. Serve with 
cracked ice. 
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What is the Cost 








of Your Iron Therapy? 


COMPARATIVE COSTS of ROUTINE IRON THERAPY in HOSPITALS 





FERRIC AMMONIUM CITRATE 
(Capsules filled at hospital*) 


Fee ce 





FERRIC AMMONIUM CITRATE 


(Commercial capsules) 
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FERRUM REDUCTUM 
(Capsules filled at hospital*) 


——— 





FERRUM REDUCTUM 


(Commercial capsules) 





FERROUS SULFATE 
(Capsules filled at hospital*) 


Su 





FERRIC AMMONIUM CITRATE 
(Solution made at hospital) 


AIR 





} BLAUD’S PILLS 
i (Commercial) 
i 


A 





FEOSOL TABLETS 
(Ferrous Sulfate) 


il 





(*Including a small charge to cover filling the capsules) 


FEOSOL 
TABLETS 


Each Feosol Tablet contains 
three grains ferrous sulfate, 
with a special vehicle and 
and coating to prevent oxi- 
dation and to promote 
disintegration. 
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The chart above indicates the comparative cost of the 
eight preparations most commonly used in hospitals 
as routine iron therapy. 


FEOSOL TABLETS provide adequate iron at a frac- 
tion of the cost of the other preparations. 


Your pharmacist has been informed of the Special 
Hospital Prices which make this low cost possible, 
and your medical staff will tell you that ferrous sulfate 
is the most effective and convenient treatment in 
iron-deficiency anemias. 


Effectiveness plus economy— At your next staff meet- 
ing why not propose Feosol Tablets as the routine 
iron therapy for YOUR hospital ? 


Established 1841 





PHILADELPHIA, PA. 





Maintaining an Efficient Nursing Service 


MARGARET W. JOHNSTON 


with that of a decade ago, we realize 

changes have gradually but steadily oc- 
curred to improve the service. James Russell 
Lowell said “New occasions teach new duties. 
Time makes ancient good uncouth.” Seldom do 
we now find a nursing unit depleted while stu- 
dents attend class; an efficient corps of graduate 
nurses hold forth during the absence of the stu- 
dents. Students are no longer aroused from their 
sleep to attend day classes, and then expected to 
do eight hours, or more, night duty the follow- 
ing night. 


A S WE compare our nursing service today 


Adequate personnel has always been one of the 
administrative problems of an efficient nursing 
service, yet it is one of the fundamental factors 
in creating such service. A few,years ago we 
were all discussing the cost of graduate versus 
student nurse service; today this seems to be rele- 
gated to a better basis, educational facilities for 
students. As a result we find graduate service in 
hospitals where students could not be expected to 
receive the variety of clinical work which would 
give them the necessary experience of their fu- 
ture responsibilities. 


Labor loads vary greatly with the type of serv- 
ice and patient. We have found with a graduate 
staff working in a fairly well planned unit, on a 
mixed service, we require in the actual care of 
the patient one nurse for every 3.5 patients plus 
at least one, often two subsidiary workers, in the 
day and one nurse for every nine patients at 
night. 


This holds true for the maternity department ; 
six hours’ nursing care for a mother and infant 
each 24 hours, and they say an infant is not to be 
counted as a patient! This, of course, takes into 
consideration time in the delivery room. 


Taking for granted we have an adequate per- 
sonnel, let us look at what the patient considers 
an efficient service. This viewpoint may differ 
from that of the administrator. We find patients 
not acutely ill, demanding as much care as the 
majority who require the three hours nursing. I 
believe, however, that the general nursing should 
be able to furnish all the nursing care necessary, 
up to the point where constant care is required. 
When the patient is irrational, then it is necessary 
to provide a special nurse, if the patient is finan- 


Presented at the Hospital Conference of American Clinical 
Society Regional Meeting, Milwaukee, Wisconsin. 
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cially able to do this the problem is settled; if not, 
the special nursing must be provided through the 
general service. 


General nursing service should be so adequate 
that special nurses are a luxury the family may 
provide for a loved one if money is of no conse- 
quence. The work should be arranged so that all 
calls are answered promptly—three minutes be- 
come ten if one is waiting—all patients are ob- 
served carefully and frequently, sufficient help is 
provided with meals, and nurses can perform their 
duties without seeming to be hurried or harrowed 
by pressure of work. A nurse should have time to 
get acquainted with her patients and discover the 
cause of the worry responsible for lack of appe- 
tite, etc. She may, indeed, help to solve the 
trouble by informing the medical social service 
department, who in turn will investigate home 
conditions and often lay the foundation of an 
ultimate complete recovery. 


On the other hand, this service should not be se 
“sufficient” that the patient becomes dependent 
upon someone else. Efficient nursing service should 
keep the patient helping himself—not, of course, 
to the point of fatigue. It should keep the mental 
state such that the patient will want to be inde- 
pendent. Efficient nursing service must never al- 
low the physical to overshadow the mental ail- 
ments. To understand the psychic side may take 
time and study but it is too valuable to overlook 
on the journey back to good health. 


Let us consider ways and means to carry out 
our program. If we look at it from an economic 
standpoint, maid service performed by nurses is 
poor business. Service given by nurses that could 
as well be done by attendants, under supervision, 
certainly is not economical; two helpers, by what- 
ever name you choose to call them, to a thirty bed 
unit would work to the advantage of all concerned. 
We must not forget to provide the best equipment 
possible to carry on the job and to have it easily 
available at all times. Nurses often spend valuable 
time trying to locate supplies, time that should be 
spent on the patient. 
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HOSPITAL 


By producing attract- 
ive folders, cards, etc., 
in large quantities for 
use by any hospital, 
Physicians’ Record 
Company has solved 
the problem of low 
cost publicity material. 


FREE BOOKLET 
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@ Twenty-four years have 


taught us much about hos- 
pital needs ... and how to 
meet them. Most impor- 
tant... we have learned 
how to select merchan- 
dise on a basis of special 
suitability for hospital use. 
Sixteen co-ordinated de- 
partments look after this. 
In tomorrow's unwritten 
record we will find new 
knowledge, new mer- 
chandise, new ways of 
making our service broad- 


er, more efficient ... as 


we grow and learn. 


J) WILL ROSS, scorns 
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Schedules of hours require careful planning that 
the workers are available according to the nursing 
load. We cannot have the same number from 11 
a. m. to 5 p. m. as at 7 a.m. Orders and standing 
rules must be clear and available to prevent mis- 
understandings. Having the physical environment 
all set, let us proceed to make it possible for the 
nursing service to operate at its highest efficiency. 
This will only occur when people are happy in 
their work and in their surroundings. 


To maintain the highest type of service, let us 
consider the following: 


Nursing hours—Living quarters; Food 
Health 

Staff educational program for graduates 
Salaries—Supervision 


Everywhere the subject of shorter hours is be- 
ing discussed. It is no surprise that the graduate 
nurse has joined in the question. They are not 
unreasonable, even if it has made some trouble 
for the administrator. We cannot expect any 
woman to go on duty at 7 p. m. and work straight 
through to 7 a. m., snatching a few hours in the 
night when she could do so, or perhaps have this 
continue with one night off a month, or at best, 
once a week. Industry has taught us much regard- 
ing efficiency. If there is one outstanding truth, it 
is that people cannot do efficient work when they 
have reached the point of fatigue, and the point 
of fatigue is reached more slowly when work is 
broken by frequent intervals of rest. How the 
long hours put in by nurses should haunt us! For- 
tunately for all, such conditions have largely dis- 
appeared. The eight hour day is here, and the 
forty-eight hour week is here to stay. If-any hos- 
pitals are getting away with the old hours, it will 
not be for long, with better working hours, nurses 
do better work. Under the old regime it was not 
an uncommon charge that the nurses were cross, 
now one rarely hears such a comment. They are 
not tired, therefore not impatient over unimpor- 
tant trifles. They answer lights with alacrity and 
have some of the outside world to bring to the 
shut-in invalid. I wonder if anyone else has had 
the eight hour day solve the scarcity of nurse 
problem for them as it has in our town. During 
the depression we did not employ married women, 
but when we were unable to have a sufficient num- 
ber of nurses to meet the demand, these women 
came as we needed them, for they could be away 
from home for eight hours. 


Health 


Minor illness interferes greatly with efficient 
nursing service. We must start at the root of our 
troubles— 

Choose well our applicants 


122 


Have them immunized as far as possible 
Have periodical health examinations 


With adequate rest, good food, let us insist upon 
the nurse reporting the very first symptom of any 
illness, including the common cold. If the common 
cold is promptly treated and the nurse kept away 
from the other personnel, it may end with one 


instead of a dozen, and an endless number of head- 


aches may be spared the head nurse who will have 
her staff all on duty as per schedule instead of 
constantly making adjustments. 


Food 


Good food well served is an important factor in 
maintaining nursing efficiency. Fatigue is retard- 
ed by a break in the work. A light lunch between 
breakfast and luncheon will give the nurse the 
desired opportunity for a few minutes’ relaxation, 
and the food will refresh her. Tired nurses are 
often hungry nurses, hungry nurses, with their 
vitality low, will be more subject to any infection 
contacted. A bit of nourishment may ward off 
both. 


Livable Quarters 


If nurses are living in a nurses’ home, it should 
provide a homelike atmosphere. Privileges for en- 
tertainment should be granted and assisted as far 
as possible. Hospitals staffed with graduates need 
not necessarily have a nurses’ home. In fact, I 
believe, at least in a small community, it is an 
advantage to the nurse herself if she finds a room 
with some congenial family and gets away from 
her work when she leaves the hospital. Then, 
again, the married nurse will go home. We insist 
that these women do not try to hold down two 
jobs by keeping up their entire work at home. On 
the eight hour schedule they can do it with a mini- 
mum of outside help and they cooperate well 
with us. 


Salaries 


Money is the root of all evil—I do not believe 
nurses are mercenary, but if not adequately paid 
you will find their efficiency decreased. ' Salaries 
should be such as will provide a good living in your 
community. It is not easy to say what this should 
be, but I have found $75 with maintenance to be 
an average salary in our community for staff 
nurses today. A minimum of turnover in the staff 
always speaks well for more efficient nursing of 
the patients. How the patient loves to be greeted 
by some nurse whom she knew when she was in 
the hospital for some previous illness, or when 
some friend was a patient; it increases her con- 
fidence and dispels her apprehension. In a small 
community this is a most satisfactory situation ; 
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TERILE Instruments, Gowns, Gloves, Dress- 
ings—all essential to modern standards of 
asepsis, but—how about the air? 


STERILAMP 


ULTRA-VIOLET-RAY AIR STERILIZER 


Has definitely proven its effectiveness in killing 
air borne bacteria before they reach the operative 
incision. Years of research and developmental 
work have evolved this effective convenient 
equipment. 


Sterilamp creates a screen of highly bactericidal 
rays through which organisms must pass to reach 
the operative site. Give your patients that extra 
measure of protection that Sterilamp affords. 
Write for full information. 
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The reason? Masterly tailoring of the mar- 
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preferred colors. Sample capes sent free to 
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the nurse, knowing the patient, will take a more 
personal interest in her sojourn at the hospital. 


Educational Program 


To maintain an efficient corps of graduate 
nurses, an educational program should be followed. 
We should— 

Encourage nurses to take postgraduate courses 
and when they return pay them sufficient to make 
it an incentive to take the work. 

Hold short conferences. 

Give them time to go to nursing conventions, 
even if expenses are not paid. 

Encourage nurses to take active part in the dis- 
trict meetings, their own alumnae, and clubs in 
town. Business and professional clubs are always 
glad to welcome the nurses, and the nurses learn 
to broaden their viewpoint. 


If a college is affiliated with the hospital, usually 
some arrangement may be made for a course at 
the hospital, or classes may be attended. Interns 
are often very happy to give a course for the 
graduate nurses or for the students. 


Having the straight eight hour schedule for the 
majority of the nurses has made it very difficult 
to get the whole nursing group together, or even 
in two divisions. 


Planning the Hospital 


To increase nursing efficiency it seems to me 
nurses should be consulted when the hospital is in 
the blue print stage. Too frequently in the past 
architects have not been very much aware of how 
nursing service functions. We can all recall in- 
stances of gross oversight which for years caused 
nurses to travel endless miles because utility 
rooms, linen closets, etc., were not advantageously 
located. When the New York Hospital with Cor- 
nell Medical Center was planned, they wisely had 
a committee of graduate nurses work with them 
for years. The work was described in a paper by 
Ethel Johns* and read at the American Hospital 
Association convention in 1931. It is becoming 


*Transactions of 
: 2 jay 


the American Hospital Association, 1931, 
Vol. 33, pp. 772-780. 


popular to have a nursing committee sit in when 


‘the plans are being drawn. This will insure a spe- 


cial department functioning to the best advantage. 
Supervision 


I feel the type of supervision given our nursing 
service is one of the outstanding factors in main- 
taining efficient nursing service. True, we must 
choose members of our staff carefully. The bed- 
side nurse is the one who will sell the institution 
to the public. If they have the environment we 
have discussed, then we must supply them with 
stimulating supervision, democratic leadership, as 
someone has aptly described it. There is one part 
of supervision I have found may give trouble, not 
from commission but from omission. When a pa- 
tient has a special nurse, the head nurse may feel 
that patient will be adequately cared for and will 
spend her time where she at least thinks it will 
be more needed. Too often some young, inexpe- 
rienced special nurse has permitted conditions to 
develop that the more experienced head nurse 
would catch and report in time to save the condi- 
tion becoming serious. I state this with no inten- 
tion of reflecting on special nurses. They often 
come from other hospitals and are unfamiliar with 
much of our routine and really want supervision 
and help but hesitate to ask for it. 


We have covered this subject from various 
angles, and in closing I would like to add this 
thought: the spirit of the administration starts at 
the top with the chief administrator. The example 
set there carries down the line to each subordi- 
nate officer. The type of service demanded by the 
administrator for the patients under his care, the 
attitude taken to each problem, will reflect through 
every employee back to the patient. If we want 
efficient nursing service we must accept our re- 
sponsibility and display an example worthy of our 
ideals. 


“This I learned from the shadow of a tree: 
That to and fro did sway upon the wall 
Our shadow selves; our influences may fall 
Where we ourselves may never be.” 





Theodore E. Schwar3, M. D. 

Dr. Theodore E. Schwarz, assistant to Dr. B. W. 
Black, medical director of the Alameda County 
Institutions, Oakland, California, died of coro- 
nary thrombosis on August 4. In addition to his 
high class administrative qualifications, Dr. 
Schwarz was a leading authority on medical 
photography. One of the distinct contributions 
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which Dr. Schwarz made to medical advancement 
was his plan of conducting the staff conferences 
at the Alameda County Institutions. These con- 
ferences were illustrated by photo and film repro- 
duction of particular features of these staff con- 
ferences. 

Dr. Schwarz was born in Ohio sixty-one years 
ago, and was a graduate of medicine in 1900. 
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“Let your haste marry caution. Divorce 
not yourself from promptness, character 
or quality of service to speed action, 
profit or seeming victory.” 

—ANDREW JOHNSON 


17th President of the 
United States 
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Sunshine Kitchens produce the same high 
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from less expensive materials will lead 
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News 


Dr. Wayne Brown, M.D., has been appointed 
assistant superintendent of Mt. Pleasant State 
Hospital, Mt. Pleasant, Iowa. 


. —_— 
Sister M. Crescentia has been transferred from 
St. Elizabeth Hospital, Lincoln, Nebraska, to St. 
Francis Hospital, Evanston, Illinois. 


—j—_—. 

Gertrude R. Folendorf, superintendent of the 
Shriners’ hospital for Crippled Children, San 
Francisco, California, has been appointed admin- 
istrator of the fifteen Shrine Hospital Units. 

steaieatiitiadidi 

Gordon W. Gilbert, for the past several years 
administrator of Maynard Hospital, Seattle, 
Washington, has been appointed superintendent 
of St. Luke’s Hospital, Spokane, Washington. Mr. 
Gilbert succeeds J. V. Buck, who has been ap- 
pointed superintendent of Children’s Hospital, 
San Francisco, California. 

saiianiillaisiadtias 

Mabel Henry, superintendent of the Graham 
Hospital for Keokuk, Iowa, for the past seven 
years, has resigned her position. Miss Edna 
Davidson of Rapid City, South Dakota, has been 
appointed superintendent to succeed her. 

oantiiiliienma . 

Henry Hutchinson, M.D., senior physician at 
Willmar State Hospital, Willmar, Minnesota, has 
been appointed assistant superintendent of the 
new Moose Lake State Hospital, Moose Lake, 
Minnesota. 

suiiigaililliaaaa aia 


L. A. Johnson of Kansas City has assumed his ° 


new duties as superintendent of the Southeast 
Missouri Hospital, Cape Girardeau, Missouri, 
succeeding 7. J. McGinty, who has served the 
hospital as superintendent for the last five years 
and who resigned recently to enter other work. 
—_—@——. 

Mrs. Clara Kelsey has been appointed acting 
superintendent of the Chenango Memorial Hos- 
pital, Norwich, New York, to succeed Ruth J. 


Adie, who recently resigned. 
———— 


Dr. M. W. Kemp has been appointed superin- 
tendent of the Moose Lake State Hospital, Moose 


Lake, Minnesota. 
—$<p>—_—_ 


Mary H. Roberts has succeeded Frances Hol- 
brook as director of Social Service and Admitting 
in Orange Memorial Hospital, Orange, New 
Jersey. Miss Roberts is a graduate of Carleton 
College and served for five years as case worker 
in the University Hospital Dispensary and seven 
years in the Boston Dispensary. During the past 
three years she has been in charge of Social Serv- 
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Notes 


ice in the Holyoke Hospital, Holyoke, Massa- 
chusetts. 


fetniote MEDE Se) 

William H. Tenney, formerly associated with 
the Wesley Memorial Hospital, Chicago, has been 
named general superintendent of the [Illinois 
Masonic Hospital, Chicago, succeeding Dr. James 
B. Griffin. 


ec aniline, 

William G. Turnbull, M.D., superintendent of 
the Philadelphia General Hospital, Philadelphia, 
will take charge of the Hospital for Mental Dis- 
eases, Byberry, Pennsylvania. Dr. Turnbull will 
be designated as chief of the Bureau of Hospitals, 
with full authority to reorganize the Byberry 
Institution. 


sanintbialtiisi 

Mildred Walker, formerly of Cleveland, Ohio, 
has been appointed superintendent of the Det- 
wiler Memorial hospital, Wauseon, Ohio, to suc- 
ceed Olive Brown, whose resignation became ef- 
fective July 1. Miss Walker has been affiliated 
with the Rockefeller Foundation for the last fif- 
teen years, nine of which were spent in China, 
where she was superintendent of the Rockefeller 
Hospital in Nanking. © 


A 

Martha A. Weatherly, who for the past eight 
years has been superintendent of the Jamestown 
General Hospital, Jamestown, New York, has ten- 
dered her resignation, effective September 1. 
Miss Weatherly has accepted the superintendency 
of another institution. 


setiititi 

Birmingham, Alabama—Tentative plans have 
been drawn for a $1,500,000 addition to Hillman 
Hospital, Birmingham, Alabama. The addition 
will double the capacity of this institution, and is 
designed essentially for patients in the middle 
financial strata. The cost of the project will be 
self-liquidating, the patients paying for the hos- 
pital service in proportion to their ability to pay. 
The present hospital, as it is now, would continue 
under the present plan of charity for the citizens 
of Jefferson County. 


SeIEEEE ee 

Harrison, Arkansas—Plans for the construc- 
tion of a new $60,000 city hospital at Harrison, 
Arkansas, have been approved and construction 
will be started in the near future. 


pet ies <anlBeea: 

Oroville, California—Plans for the construction 
of the Butte County Hospital at Oroville, Cali- 
fornia, have been completed and construction 
work will start within a short time. The total 
cost of the new building will be $176,000, of which 
the county will provide $84,000, and the PWA 
the remainder. 
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a HOW MANY WASH BOWLS 
: CAN YOU CLEAN FOR Jc? 


One pound of Wyandotte Detergent will clean 230 of 
the dirtiest wash bowls so they look like new. One 75- 
lb. drum of Wyandotte Detergent will clean 24 wash 
bowls twice a day, six days a week for 52 weeks and 
there will be enough detergent left over to wash 5,000 
square feet of painted walls. 





















— Wyandotte Detergent polishes metal fittings, is harm- 

‘Se 5 less and keeps wash bowls clean longer because it re- 
moves the film which ordinarily collects dirt. And the 
cost of Wyandotte Detergent for cleaning one wash bowl 
230 times is only six or seven cents. 


Paint washing and mopping are likewise safe, speedy 
and economical with Wyandotte Detergent. Our local 
representative will be glad to discuss your cleaning prob- 
lems with you and to suggest the Wyandotte products 
best fitted to your needs. 
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American Hospital Association . . Dallas . . September 26-30 . . Booth 84 
American Dietetic Association . . Milwaukee . . October 10-13 . . Booth 56 
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Home-Like Comfort PLUS Practical Sanitation 


You don't have to sacrifice aseptic cleanliness to HILL-ROM easy chair and ottoman is equipped with 
provide the extra comfort of cushioned easy arm _ tailored-to-fit slip covers that may be removed and 
chairs in the patient's room. You can have both washed as often as necessary. It's as easy as pro- 
when the chairs are HILL-ROM made. For every viding and making up the bed with fresh linen. 


Easy Chairs with Removable, Washable, 
Interchangeable Slip Covers 


Spare sets of slip covers, interchangeable on all chairs of the same 
model or stock number, are available in varying fabric patterns. 
Keep a supply on hand in the linen room, 
instantly ready to replace soiled covers. 
Change the pattern and color scheme of the 
cushions—in effect, have new chairs in the 
rooms—as often as desirable. 















Fabrics of which 
HILL-ROM slip covers 
are made are pre- 
shrunk, sun-fast and 
tub-fast. And the 
chairs—well, we sug- 
gest you let us send 
you desc:iptive, illus- 
trated ca.alog folder. 
A word from you 
will bring it. 


THE HILL-ROM COMPANY tnovans ae 


= Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 
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San Francisco, California—Construction has 
been started on the Shrine Hospital, San Fran- 
cisco, California. The new building will be lo- 
cated in close proximity to St. Luke’s Hospital. 
Rigg and Van Tyne of San Francisco are the 
architects. The building will cost, when com- 
pleted, approximately $70,000. 


Soest: * Sensi 

Denver, Colorado—The Colorado General Hos- 
pital, Denver, Colorado, is starting construction 
on a $250,000 addition. It will be four stories 
high, with a basement. The new unit will con- 
tain eighty beds. In addition to the construction 
of this unit a new addition to the nurses’ home, 
costing $110,000, will be built. 


—_p>——__—. 

Pueblo, Colorado—Tentative plans have been 
drawn for the construction of a municipal .con- 
tagion hospital at Pueblo, Colorado. Walter De- 


Mordaunt and John Gray are the architects. 
——__—_— 


Fort Lauderdale, Florida—The Broward Gen- 
eral Hospital, Fort Lauderdale, Florida, has com- 
pleted plans for a construction program which 
will double the facilities of the present munici- 
pally owned hospital. New construction will in- 
volve an expenditure of $175,000. 

oils 

Homestead, Florida—Plans have been com- 
pleted for the construction of a Community Hos- 
pital at Homestead, Florida. This will be the 
hospital center for the Redland district. 


P ———_S>——- 
Gooding, Idaho—The Gooding Hospital, Good- 
ing, Idaho, is planning an addition which will 
double its present bed capacity. 


panna 

North Chicago, Illinois—A $425,000 contract 
has been awarded for the construction of two con- 
tinued treatment buildings at the Veterans’ Hos- 
pital. 


eens 

Pittsfield, Illinois—Tentative plans have been 
completed for the construction of a new commu- 
nity hospital at Pittsfield, Illinois. 

siumniiininaiecipes 

Princeton, Illinois—The new wing of the Perry 
Memorial Hospital, Princeton, Illinois, is under 
construction and will be completed within a few 


weeks. 
—— <Q 


Indianapolis, Indiana—The Veterans Adminis- 
tration opened bids on July 26 in Washington, 
D. C., for the construction of a new $300,000 wing 
at the United States Veterans’ Administration 
Hospital, Indianapolis, Indiana. The contract will 
be awarded on August 15. 

ictalalhdiiaattintls 

Shenandoah, Iowa—The Hand Hospital, Shen- 
andoah, Iowa, has completed a $30,000 addition 
to its present plant. The addition will provide 
16 rooms for patients. 
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Newton, Kansas—The Bethel Deaconess Hos- 


- pital, Newton, Kansas, is planning a new unit 


which will add forty beds to its present capacity, 
and which will cost $60,000. 
ee A 
Oswego, Kansas—Construction of the new 
Oswego Hospital, Oswego, Kansas, was started on 
July 25. Tom Larrick, architect of Lawrence, 
prepared the plans and specifications. 
esinaiailiatdicie’: ' 
Jackson, Kentucky—The Bach Memorial Hos- 
pital will re-open September 1 and will be under 
the direction of Dr. Philip Bress. 


‘hianialiiiieitcoae 

La Grange, Kentucky—Plans have been drawn 
for the erection of a $26,000 hospital at La 
Grange, Kentucky. La Grange is the county seat 
of Oldham County. This hospital will be the first 


institution of this kind in the county. 
—_—g——— 


Lexington, Kentucky—The Good Samaritan 
Hospital, Lexington, Kentucky, has just com- 
pleted an addition to the Nurses’ Home of three 
stories and a chapel, and will let the contract for 
an addition of four floors and basement to the 
hospital proper within the next, fifteen days. 

secicsidlilieetpase 

Louisville, Kentucky—The new four-story ad- 
dition to SS. Mary and Elizabeth Hospital, Louis- 
ville, Kentucky, has been completed. The new 
unit is of steel construction, fireproof throughout, 
and adjoins the old building on the north. The 
building was blessed by Archbishop Floersh on 
July 26. Benediction of the Blessed Sacrament 
was given in the chapel following the ceremonies. 


pe 

Monroe, Louisiana—Construction has started 
on the new Charity Hospital, at Monroe, Louisi- 
ana. This is one of the five state charity hospi- 
tals which are supported directly by the state of 
Louisiana. 


ae eae 

Baltimore, Maryland—Bids have been opened 
for the $350,000 building program at the Hospi- 
tal for the Women of Maryland, Baltimore, Mary- 
land. Increase of facilities at the hospital will 
include an increase in the number of beds from 
130 to 160, air conditioned operating and delivery 
rooms, and construction of new private rooms 
with private baths and optional air-conditioning 
units. 


‘cient ii 

Coldwater, Michigan—The PWA has approved 
a grant of $117,000 to aid in the construction of 
the new Branch County Community Health Cen- 
ter, at Coldwater, Michigan, a Kellogg Health 
Foundation project. The new building will re- 
place the Wade Memorial Hospital which was 
burned December 28. The total cost of the in- 
stitution, when completed, will be in the neigh- 
borhood of $275,000. 
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GOOD HOSPITAL FOOD 


starts with 


GOOD KITCHENS.... 












































Goo food is good business for hospitals from 
the standpoint of patients and the public. The 
experience gained from planning kitchens for 
many leading hospitals is available through 
our planning bureau. Our specialists have 
solved or helped to solve some of the most 


stubborn food service and equipment problems. 


SOME RECENT HOSPITAL INSTALLATIONS 
Bronx Eye & Ear Hospital, Bronx, N.Y. 
, City County Hospital, Houston, Texas 
Good Samaritan Hospital, Suffern, N. Y. 


Hospital for Chronic Diseases, Welfare Island, 
New York City 


Jewish Sanatorium and Hospital for Chronic 
Diseases, Brooklyn, N. Y. 


Nurses Home, Welfare Island, New York City 


Duparquet equipment, made in our own fac- 
tory, plus the experience of this organization, 
is a combination that means EFFICIENT 


KITCHENS. Call or write one of our three offices. 


NATHAN STRAUS-DUPARQUET: Inc. 


SIXTH AVENUE « EIGHTEENTH TO NINETEENTH STREETS » NEW YORK 
Telephone WAtkins 9-5200 
Boston * DUPARQUET, HUOT & MONEUSE CO. 
491 Atlantic Ave. Phone Hancock 7275 


Chicago * DUPARQUET RANGE CO. 
‘\ 225 N. Racine Ave. Phone Seeley 3927 
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e All hospitals know the importance 
of patient comfort 

e So wise hospitals are buying Ken- 
wood Blankets 


e Because Kenwood Blankets do pro- 
vide greater patient comfort 





Kenwood Blankets are satisfying thousands of 
users all over the country. If you are not already 
acquainted with the Kenwood Blankets made 
specially for hospital use, send in this coupon. 


KENWOOD MILLS, Contract [epartment, 
ALBANY, NEW YORK. 

Please send us information about the Kenwood Blankets 
made especially for hospital use. 
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Hillsdale, Michigan—Options have been taken 
upon site for a $175,000 city hospital at Hills- 
dale, Michigan. Construction and work will be 
started in the near future. The project will be 
financed largely by the W. K. Kellogg Foundation. 


5 —_———_— 
Kalamazoo, Michigan—The Bronson Methodist ° 


Hospital, Kalamazoo, has been given $100,000 by 


the Kresge Foundation. Alfred F. Way, super- 


intendent, advises that tentative plans for the 
construction of a five-story addition, to cost ap- 
proximately $268,000, increasing the capacity of 
the hospital to 150 beds, have been completed. 
The Kresge donation will be applied to financing 
the new addition. 


niall 

Shelby, Michigan—The Shelby Community 
Hospital, Shelby, Michigan, was completed and 
open for patients on August 15. Hanna Rasmus- 
sen is the superintendent. 

iat ai 

Tracy, Minnesota—Ground has been broken 
and construction started on a new $35,000 hos- 
pital at Tracy, Minnesota. It will be a modern 
two-story building which, when completed and 
ready for occupancy, will cost in the neighbor- 
hood of $50,000. 

eS a! 

Ironton, Missouri—Sisters of St. Mary dedi- 
cated the new home for convalescents at Ironton, 
Missouri, on August 7. 

salaietiliatasiiins: 

St. Louis, Missouri—Ground was broken on 
August 7 for the new wing of the Lutheran Con- 
valescent Home, St. Louis, Missouri. 

sstiaiaiibias ian 

Irvington, New Jersey—Plans are being pre- 
pared for an expansion of the Irvington General 
Hospital, Irvington, New Jersey, which will be 
financed with PWA funds. Neal J. Convery and 
Arthur N. Starin of Newark are the architects; 
Charles F. Neergaard, hospital consultant. 

satamaliliindeiais 

Brooklyn, New York—The House of St. Giles 
the Cripple in Brooklyn, built in 1918, has out- 
grown its quarters and are having plans pre- 
pared by William McCarthy, architect in associa- 
tion with Charles F. Neergaard, hospital con- 
sultant for an enlargement of their plant by the 
addition of two new wings which will increase 
their facilities and provide a new and modern 


out-patient department. 
—_— pj. 


Buffalo, New York—Construction on the new 
hospital and home of the Crippled Children’s 
Guild of Buffalo, New York, has been started. 
The building will be completed within a few 
months. The building is being financed by the 
Crippled Children’s Guild, an organization of de- 
voted women of that city. In speaking of this 
new institution, Dr. Walter J. Craig of Albany, 


130 





head of the Department of Orthopedics of the 
State Health Department, said: 

“It appears that in some cases too much stress 
is placed on physical fitness at the expense of 
spiritual, moral and mental fitness,” he said. 
“Sometimes we succeed in building a 50 horse- 
power body with a ten horsepower brain to di- 
rect it. 

“It is the responsibility of the board of this 
new home to see that there is adequate spiritual, 
mental and moral training of those in its care. 
I would rather see a child hobble into Paradise 
than waltz into Hell.” 


18 OR 

New Rochelle, New York—Contracts have been 
let and work has already started on a six-story 
addition to New Rochelle Hospital, New Rochelle, 
New York. The new unit will provide space for 
22 ward beds, 16 semi-private beds and 39 pri- 
vate rooms, a total of 77 beds, with one floor de- 
voted to a new operating suite with 5 modern op- 
erating rooms, costing, with equipment, about 
$400,000. This addition will increase the capacity 
of the hospital to 224 beds. 


enlace tae 

Rome, New York—A referendum has been held 
recently at Rome, New York, which voted by a 
large majority to accept a PWA grant and build 
a new city hospital of 125 beds at a total cost of 
$425,000. Bagg & Newkirk of Utica and Harold 
G. Rice are the architects and Charles F. Neer- 
gaard the hospital consultant. 


Ee + Se 

Winston-Salem, North Carolina—The Kate 
Bitting Reynolds Memorial Hospital for Negroes 
at Winston-Salem, North Carolina, was formally 
dedicated on July 31, and was opened to receive 
patients on August 5. 


ns 

Coshocton, Ohio—The city of Coshocton, Ohio, 
will receive approximately $225,000 to be held in 
trust fer the erection and maintenance of an in- 
stitution for crippled children, according to the 
terms of the will of the late Ernest A. Bachert. 
The will provides for creation of an accruing 
trust fund for a period of ten years, with city 
officials as trustees. At the end of that period, 
the money is to be expended for suitable quar- 
ters for crippled children and their maintenance. 


dadiuiaitiatiaaing 

Toledo, Ohio—Plans are being prepared for the 
construction of a $150,000 nurses’ home at the 
Toledo State Hospital. 


——$<— 

Tahlequah, Oklahoma—The William W. Hast- 
ings Hospital, Tahlequah, Oklahoma, named in 
honor of the late W. W. Hastings, a prominent 
Cherokee Indian and former member of Congress 
from Oklahoma, was opened on August 1. The 
hospital was built under the direction of the In- 
dian Bureau and has a capacity of seventy-five 
beds. 
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HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 


1937-38 


American Hospital Supply Corp. Chicago, Ill. 
American Laundry Machinery Co. Cincinnati, Ohio 
American Sterilizer Co. Erie, Pa. 


Angelica Jacket Co. St. Louis, Mo. 
James L. Angle Company Ludington, Mich. 
Applegate Chemical Co. Chicago, Ill. 
Armstrong Cork Products Co. Lancaster, Pa 
H. W. Baker Linen Co. New York City 
Bard-Parker Co., Inc. Danbury, Conn. 
Becton, Dickinson & Co Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. New York City 
The Burrows Company Chicago, Ill. 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Wilmot Castle Company Rochester, N. Y. 
Clark Linen Co. Chicago, Ill. 
Clay-Adams Company, Inc. New York City 
Warren E. Collins, Inc. Boston, Mass. 
Crane Company Chicago, IIl. 
Cutter Laboratories Berkeley, Calif. 
F. A. Davis Co. Philadelphia, Pa. 
Davis & Geck, Inc. Brooklyn, N. Y. 
J. A. Deknatel & Son, Inc. 

Queens Village, L. I., New York 
DePuy Manufacturing Co. Warsaw, Ind. 
Eisele & Company Nashvilie, Tenn. 
Faichney Instrument Corp. Watertown, N. Y. 
Faultless Caster Co. Evansville, Ind. 
Finnell System, Inc. Elkhart, Ind. 
J. B. Ford Sales Co. Wyandotte, Mich. 
General Electric X-Ray Corp. Chicago, Ill. 
General Foods Sales Co., Inc. New York City 
Glasco Products Co. Chicago, Ill. 
Frank A. Hall & Son New York City 
Heidbrink Co. Minneapolis, Minn. 
Hilker & Bletsch Co. St. Louis, Mo. 
Hill-Rom Co., Inc, Batesville, Ind. 


Hobart Mfg. Co. Troy, Ohio 
Hospital Equipment Corp. New York City 
Hospital Management Chicago, IIl. 
Hospital Supply Co. New York City 
Hospital Topics & Buyer Chicago, Ill. 


Huntington Laboratories, Inc. Huntington, Ind. 
International Nickel Co., Inc. New York City 
Jamieson, Inc. Chicago, Ill. 
Jamison-Semple Co. New York City 
Jarvis & Jarvis, Inc. Palmer, Mass. 
Johnson & Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Henry L. Kaufmann & Co. Boston, Mass. 
Kelley-Koett Mfg. Co. Covington, Ky. 
Kenwood Mills Albany, N. Y. 
Kent Company, Inc. Rome, N. Y. 
Samuel Lewis Co., Inc. New York City 
Lewis Manufacturing Co. Walpole, Mass. 
Marvin-Neitzel Corp. Troy, N. Y. 
Massillon Rubber Co. Massillon, Ohio 
Meinecke & Co. New York City 
The Mennen Company Newark, N. J. 
Midland Chemical Laboratories, Inc. Dubuque, Iowa 
Modern Hospital Publishing Co. Chicago, Ill. 
Morris Supply Co. New York City 
National Lead Co. New York City 
Parke Davis & Co. Detroit, Mich. 
Physicians’ Record Co. Chicago, Ill. 
Puritan Compressed Gas Corp. Kansas City, Mo. 
Rhoads & Company Philadelphia, Pa. 
Rolscreen Co. Pella, Iowa 
Will Ross, Inc. Milwaukee, Wis. 
W. B. Saunders Co. Philadelphia, Pa. 
Savory Appliance, Inc. Newark, N. J. 
Scanlan-Morris Co. Madison, Wis. 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System (ndianapolis, Ind. 


Ad. Seidel & Sons Chicago, Ill. 
John Sexton & Co. Chicago, Ill. 
Sharp & Smith St. Louis, Mo. 
The Simmons Co. Chicago, IIl. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 


Spring Air Holland, Mich, 
Standard Apparel Co. Clevelnad, Ohio 
Standard Electric Time Co. Springfield, Mass. 
Standard Gas Equipment New York City 
Standard Sanitary Mfg. Co. Pittsburgh, Pa. 
Stanley Supply Co. New York City 
Sterisol Ampoule Corp. Long Island City, N. Y. 
New York City 
Troy Laundry Machinery Corp. New York City 
Union Carbide Co. New York City 
United States Hoffman Machinery Corp., New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
Vitamin Products Co. Milwuakee, Wis, 
C. D. Williams & Co. Philadelphia, Pa. 
Williams-Pivot Sash Co. Cleveland, Ohio 
Wilson Rubber Co. Canton, Ohio 
Zimmer Manufacturing Co. Warsaw, Ind. 
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Accomplishment 


The growing recognition on the part of hospitals of the 


good influence of Hospital Exhibitors’ Association ac- 


tivities is a source of great satisfaction to this group. 


Many times in the last few years individual firms have 


been asked for advice by hospitals and hospital associa- 


tions. Likewise, our association has been invited to the 


Councils of your association for opinions on subjects that 


come within the scope of commercial activity. 


It is to further this type of cooperation that Hospital Ex- 


hibitors’ Association exists. Cordially we invite both hos- 


pital associations and hospitals to make continued use 


of this organization for interpretation of legislation, in- 


formation on financial and promotional methods, etc. 


This is an extra service that every member company of 


Hospital Exhibitors’ Association offers you as a “plus” 


to the products they sell. 
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ASSOCIATION 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 
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